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State, or socialized, medicine was origin- 
ated during the 1880’s by Bismarck acting 
on the recommendation of his economic ad- 
viser, Adolph Wagner, professor of political 
science at the University of Berlin. Since 
then this plan of social insurance has been 
adopted in over thirty countries, generally 
as a political, financial and regulatory de- 
vice. Some countries have restricted cover- 
age while others, like Russia, cover the en- 
tire population and carried the compulsory 
scheme to the point of making all phy- 
sicians the salaried servants of the State. 

Most people, including a large part of 
the medical profession, associate the be- 
ginnings of the agitation for socialized 
medicine in the United States with advent 
of the New Deal but actually this is not 
the fact. According to an article in Medical 
Economics in November, 1945, entitled 
“Labor Program to Socialize Medicine In- 
ternationally”, in this sphere Franklin De- 
lano Roosevelt was no innovator. He was 
a follower. Plans for socializing medicine 
throughout the world, one nation at a time, 
had been drawn up by the International 
Labor Organization years before. This 
organization was established in 1919 at 
Pasel, Switzerland, as a function of the 
League of Nations. In spite of the fact that 
the United States Senate specifically with- 
held ratification of the part of the Treaty 
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of Versailles which established the Inter- 
national Labor Organization, nevertheless 
Franklin D. Roosevelt, while Under-Sec- 
retary of the Navy in 1919, made the 
necessary arrangements for the first inter- 
national labor conference to be held in the 
Navy Building in Washington in that year; 
and in 1934, through a joint resolution of 
Congress, sponsored by the Roosevelt ad- 
ministration, the United States became a 
full fledged participating member in the 
International Labor Organization. This ac- 
tion entitled the United States to official 
representation on all the International La- 
bor Organization committees of experts. 
Under this provision, Arthur T. Altmeyer, 
now Chairman of the Social Security Board. 
and Wilber Cohen, Assistant Director of 
Research, soon won places on the Interna- 
tional Labor Organization Experts Com- 
mittee for Medical Care. 

A special subcommittee on medical care 
met under the auspices of the Internationa! 
Labor Organization in Montreal in 1943. 
On that occasion there was general dis- 
cussion of a proposal “that all medical care 
services shall be regulated by law.” 

A delegate from Canada requested a de- 
finition of the word “regulated.” He 
wanted to know if this term might extend 
to the actual rendition of medical treat- 
ment by physicians employed in the govern- 
ment service. Miss Laura Bodner, a mem- 
ber of the International Labor Organiza- 
tion staff, replied “it would.’ She elab- 
orated by saying, “private voluntary insur- 
ance would be quite out.” 

In this discussion, the United States 
delegate, Mr. Isadore Falk, who took an 
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active part, proposed an amendment to 
eliminate the word “regulated” as applied 
to medical care and substitute this defini- 
tion of the topic; “the nature and extent of 
the care provided by the medical service 
shall be defined by law.” 

“The International Labor Organization 
medical program would relegate physicians 
to the level of mere functionaries. Under 
the Wage and Hour legislation, they would 
be classed simply as skilled workers. Private 
practice would be frowned upon. All medi- 
cal service would be regulated by law. Ad- 
ministration would be by a central govern- 
ment agency with the help of unified local 
agencies. One recommendation calls for 
establishment of chairs of socialized medi- 
cine in the medical schools.” 

One provision of the International Labor 
Organization recommendations for world- 
wide socialization of medicine suggests that 
each national administrative headquarters 
of the medical services shall issue a series 
of pocket handbooks, ‘“‘which show for the 
different medicines the most economical 
composition, dosage, form and method of 
dispensing.” 

Another section of the recommendations 
reads: “to prescribe unnecessary drugs or 
treatment does the patient no good and is 
a source of loss to the fund. Therefore, it 
should be made legally compulsory for the 
doctors to follow the rules for economical 
treatment in the interest both of the social 
insurance scheme and of the nation as a 
whole. The rules should give practical 
hints on treatment which will give the best 
results at the lowest cost.” 

Such is the path down which the people 
of the United States are heading and the 
degradation to which the medical profession 
is stooping if the recommendations of this 
group of ten or fifteen government pay- 
rollers in Washington, each drawing a sal- 
ary of $4,000 to $12,000 a year from the 
Federal Government, are enacted into law. 
This group is headed by the following: Mr. 
Arthur T. Altmeyer, Mr. Isadore Falk and 
Mr. Wilber Cohen of our own Social Se- 
curity Board. Presidential backing was se- 
cured by former Justice Samuel I. Rosen- 
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mann, formerly Special Adviser to the 
President. 

While the Wagner-Murray-Dingell Bill, 
known as Senate Bill 1606, was dropped 
in committee at the last session of Congress, 
its proponents served notice that their 
fight had just begun. This places America 
at the crossroads and facing certain clear 
cut realities. On the one hand is the Ameri- 
can concept of the inherent rights and 
sanctity of the individual, the human being. 
The Government exists merely to serve the 
individual who authorizes and supports it. 
The result is our freedom of enterprise so- 
ciety. On the other hand is the material- 
istic doctrine of the totalitarians. Their 
basie tenet is the ultimate supremacy of 
the State, with the individual existing solely 
to serve. They deny the existence of God 
and deprive man of dignity and separate 
status. 

During the last twelve years we have wit- 
nessed the encroachments that are leading, 
even now, to a creeping paralysis of our 
social and economic functions. The designs 
of the schemers are made crystal clear. It 
is not merely a matter of medical care—or 
the regimentation of the medical profession 
that is at stake. It is our country, our be- 
liefs, our concepts, our very souls that are 
involved. 


Proponents of political medicine in this 
country have almost exclusively based their 
case and center their propaganda on the 
rejection statistics of the Selective Service 
System. The statement that 4,217,000 
young men were rejected by selective serv- 
ice boards, as physically unfit, has been 
their spearhead in trying to show the Amer- 
ican people that under our present system 
of medical care there has been a serious 
breakdown of the health of our nation. They 
failed to tell the public that these statistics 
are chiefly from the peace-time years when 
the Army was literally seeking out the very 
flower of America’s young manhood—men 
who in every sense were mentally and phy- 
sically perfect. To illustrate how particular 
we were during those days, I remember 
making a special trip to the Camp Livings- 
ton induction station to inquire about the 
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extraordinarily high rejection rate for psy- 
chiatric reasons. Some of the questions 
asked the prospective soldiers were—‘were 
you ever startled by an unexpected noise 
near you such as the back firing of an au- 
tomobile”? If the answer was yes, the man 
was rejected as being mentally unfit. On 
testing for illiteracy they would ask such 
questions as “what is electricity”? “When 
was the first railroad built’? If they could 
not supply a satisfactory answer, the man 
considered to be illiterate and thus 
rejected. 


Was 


According to recent figures released by 
the War Department covering the period 
trom January 1, 1942 to June 30, 1945, 
1.750,000 men and women were rejected 
because of neuropsychiatric disorders, or 
mental illness, and the proponents of so- 
cialized medicine failed to state that the 
care of the mentally ill has been largely 
under the direction of the Government for 
many years. Obviously, the results are not 
very satisfactory. By what obscure reason- 
ing can medicine be blamed for the result 
of bad environment, poor sanitation, hous- 
ing, education and the lack of ordinary in- 
dividual and community common sense. 
Mental deficiency and illiteracy make up 
another large group of rejections of which 
negroes, although called for induction in 
small numbers, contributed more than 44 
per cent and this country has had compul- 
sory education for many years. In their 
arguments these were also charged to in- 
adequate medical care. Among those who 
were rejected for mental disease were some 
who simply lacked intelligence to become 
soldiers or sailors, and, in many instances, 
useful citizens. Among this group were 
the idiots, imbeciles, and the low grade 
morons. 

Two hundred and eighty thousand men 
were rejected for reason of syphilis, and of 
this number 60 per cent of the rejectees 
were negroes. Treatment is available under 
Government sponsored and administered 
facilities for all of those who are unable to 
obtain private care—so it is hard to see 
how private medicine can be blamed for 
this condition. Three hundred and twenty 
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thousand were rejected for musculo-skele- 
tal defects such as a congenitally short leg, 
a club foot, a withered arm, or a dislocated 
hip. More than 445,000 were “manifestly 
disqualified.’”’ These included the armless, 
the legless, the totally blind, the mutes and 
others. It is obvious no kind, or amount, 
of medical care could have been of any value 
to this group. 


In the course of their devious arguments 
for socialized medicine the proponents 
switched with great facility from the dark 
picture they had conjured of the nation’s 
health as illustrated by the selective serv- 
ice data to paens of praise for the high 
standards of medical and surgical care af- 
forded the men in military service. This 
argument can be completely deflated in two 
sentences; first, the same civilian physi- 
cians, who were so viciously maligned on 
one count, provided that admittedly high 
standard of military medicine, because the 
working medical officers in the service were 
almost exclusively civilian doctors who 
volunteered to serve their country during 
the emergency. Secondly, with the finest 
of equipment and supplies, one-third of all 
the physicians in the country gave excellent 
medical care to the healthiest and most fit, 
one-twelfth of our population. This brings 
to mind an incident which happened while 
I was on duty at Letterman General Hos- 
pital, San Francisco, California. The wife 
of a regular Army Major was brought in 
seriously ill, needing an emergency opera- 
tion. When we advised him of this fact he 
immediately said he did not want any Army 
doctors operating on his wife. Inasmuch 
as we were under orders to be as nice as 
possible to everyone, I swallowed my first 
impulse to tell him to go take a jump in the 
lake and advised him that I was not any 
Army doctor—that I was one of the same 
civilians, whom he could take his wife 
to for the operation. He, like so many 
others, had not stopped to consider that 
we, who were doing the work, were not 
regular Army doctors. 


According to one witness before the sub- 
committee last summer, and according to 
all available world information, the United 
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States has the finest hospitals, the best 
medical equipment and the most highly de- 
veloped medical and ‘surgical technics in 
the world. The complete revolution of 
medical practice, medical education, hos- 
pitals and research under Federally ad- 
ministered compulsory health insurance 
programs would bring about progressive 
deterioration and finally the collapse and 
destruction of the great gains which Ameri- 
can medicine has made under our free 
medical enterprise system. This has hap- 
pened whenever the system has been placed 
in effect. 

The time has now come when every 
American—every believer in the American 
way of life—should join in unqualified op- 
position to this attempt to foist on this 
country this foreign ideology—this strict- 
ly collectivist mechanism — compulsory 
health insurance. We should be constanly 
on our guard and raise our voices against 
the tendency of foreign dictated bureau- 
cracy to gain the powers of Government and 
make the people the servants thereof in or- 
der that we may return to the America for 
which we have fought and won two great 
wars at the cost of the lives of so many of 
our finest young men. Well may we recall 
the stirring admonition of Rousseau to his 
fellow countrymen of the eighteenth cen- 
tury, in France. “Free men remember 
this: Liberty may be acquired but once lost, 
it can never be regained.” And well, too, 
may we recall the passage from the Gospel 
of St. Matthew—“Beware of false prophets, 
who come to you in clothing of sheep, but 
inwardly are ravenous wolves. By their 
fruits ye shall know them.” 


{). 
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LIGATION OF THE VENA CAVA* 


A CRITICAL EVALUATION BASED ON A 
STUDY OF 22 CASES 
CONRAD G. COLLINS, M. D. 
EDWARD W. NELSON, M. D. 
JACK R. JONES, M. D. 
B. BERNARD WEINSTEIN, M. D. 
AND 
PERRY THOMAS, M. D. 
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ORLEANS 
In May 1942 we presented before this 
Society a preliminary report on the treat- 
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ment of pelvic thrombophlebitis by ligation 
of the inferior vena cava and ovarian veins’. 
At that time three cases in which this pro- 
cedure had been used were described in cde- 
tail. Since then there have been 19 addi 
tional cases in which this operation wa: 
performed by members of the Departmen: 
of Gynecology, Tulane University Schoo! o 
Medicine. Of this total of 22 operations 
(table 1), 18 were performed at Charity 
Hospital and four at Touro Infirmary. 
TABLE 1 


ludications 


LZ 


rey 


Vathology 
hiebothrombesis, common iliac 
vein associated with uterine fibroids pA 
Suppurative pelvie thrombophlebitis 
(postoperative) 
Suppurative pelvic thrombophlebitis 
(puerperal) t 


Petal 22 
As previously stated,': * * we believe that 
patients with postpartal or postaborta! 
sepsis who fail to respond in a reasonable 
period of time to non-surgical measures 
should be seriously considered as candidates 
for ligation of the normal venous return 
from the uterus, that is, the vena cava and 
both ovarian veins. Prior to 1944 all pa- 
tients were treated by means of a conserv- 
ative regimen including chemotherapy* 
and as soon as penicillin became available. 
it was used. When these measures failed. 
recourse had to be taken to operative inter- 
vention. Immediately after operation a!) 
chemotherapy and antibiotics were discon- 
tinued in order to determine the effective- 
ness of the operation itself and also to be 
sure that no other factor was responsible 
for the rapid drop in temperature and sub- 
sequent improvement. For an accurate 
evaluation of the efficacy of penicillin and 
sulfonamides, in addition to other thera- 
peutic measures used in the non-surgica! 
management of these cases one must take 
into consideration a number of factors. The 

‘Presented before the regular monthly meeting 
of the Orleans Parish Medical Society, Decembe: 
®, 1946. 

From the Departments of Obstetrics and Gynec- 
ology, School of. Medicine Tulane University ci 
Louisiana at New Orleans; Ochsner Clinic; and 
Touro Infirmary. 











interval between the onset of intra-uterine 
infection and the administration of sulfona- 
mides and penicillin has a direct bearing on 
vyhether or not the patients will be bene- 
‘itted and there is also the possibility of the 
nfecting organism being “sulfa fast’ or 
venicillin resistant. 


—— =) 


Though the incidence of puerperal sepsis 
nas been lowered in the past ten years, this 
jisease still ranks high as a cause of ma- 
ernal death and despite the use of penicil- 
in and sulfonamides we still see cases of 
uppurative pelvic thrombophlebitis in 
which surgical therapy is not only indicated 
ut urgent. At present, on our service, all 
patients with postpartal or postabortal sep- 
is are treated by a conservative plan in- 
cluding large doses of penicillin and sulfon- 
However, if the patient fails to 
improve at the end of 72 to 96 hours follow- 
ing the institution of therapy or if a pul- 
nonary infarct develops during this thera- 

utic regimen, the vena cava and ovarian 
veins are immediately ligated. If the patient 
ers our with a postpartal or 

stabortal infection and pulmonary infarc- 

is already present, she is operated on 

immediately without any preliminary treat- 
ment with sulfonamides or penicillin. 


<- L_—er 2S 


4 


service 


In addition to suppurative pelvic throm- 
phlebitis, we believe that ligation of the 

cava is indicated in cases of phle- 
thrombosis if the clotting process has ex- 
into the external iliac or common 
liac veins. If we are to lower the inci- 
lence of pulmonary embolism in gyneco- 


onded 


logic and obstetric cases, we should take 
cognizance of the fact that unilateral 


lema in a pregnant patient or one with a 
large ovarian or uterine tumor should not 
» ascribed to pressure of the growth until 
tne possibility of phlebothrombosis or 
thrombophlebitis has been eliminated. In- 
vestigation of these cases preoperatively 
- yenography and inspection of the pelvic 
sins at operation have convinced us that 
cdema of the leg can be and most probably 
is due to a phlebothrombotic process in one 
of the large tributaries of the vena cava. 
A review of the deaths from pulmonary 
embolism occurring at Charity Hospital 
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during the period from July 1, 1939 to Jan- 
uary 1, 1946, revealed that in 50 autopsies 
from the gynecologic and obstetric services, 
fatal pulmonary emboli and phlebothrom- 


bosis were found in 12 cases." Six of these 
occurred following operation on the female 
pelvis, particularly hysterectomy for uter- 
ine fibroids. More important than the 
deaths from pulmonary emboli following 
operation is the startling fact that five of 
the fatal emboli occurred in patients who 
were not operated on but who were being 
prepared for operation for a pelvic tumor 
associated with edema of the lower extrem- 
ity or extremities, the latter probably as- 
sumed to be due to pressure by the growth. 





Fig. 1. 
fibroid. 
leg extending to formation of inferior vena cava. 


Patient with unilateral edema and large 


uterine Phlebothrambosis of veins of left 


In the light of our present day knowledge 
of phlebothrombosis these deaths might 
have been prevented. In contrast to these 
five cases of pulmonary emboli there were 
three patients admitted to the Tulane Gyne- 
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cologic Service at Charity Hospital in New 
Orleans during the same period with the 
same syndrome, in whom phlebograms con- 





Phlebogram of same patient, showing 
absence of deep venous return. Note extensive 


Fig. 2. 
venous collaterals in region of pubic bones. 


firmed the presence of phlebothrombosis 
and in whom recovery followed venous li- 
gation prior to removal of the uterus. Re- 
covery without ill effects followed ligation 
of the vena cava and hysterectomy in two 
patients and ligation of the superficial fe- 
moral vein and hysterectomy in the third 
patient. We should be very careful then 
to ascribe unilateral or bilateral edema to 
pressure from an intra-abdominal growth. 
We believe that many of these cases can be 
explained on the basis of a phlebothrom- 
In these cases, ligation of 
the involved veins above the thrombus is 
the first step to the successful surgical at- 
tack on the abdominal tumor. 

Though many reports on the ligation of 
the vena cava have appeared in the litera- 


botic process. 


Ligation of Vena Cava 


ture in the past two years and though some 
authors advocate the extroperitoneal ap- 
proach, it must be realized that ligation of 





Fig. 3. Same patient three weeks after liga- 
tion of inferior vena cava and hysterectomy. Ankl 
edema still present but this has disappeared at six 
month follow-up examination. 


the vena cava in the cases reported by them 
was performed on veins of the lower ex- 
tremities or pelvis in men as well as women. 

In the treatment of suppurative pelvic 
thrombophlebitis in women, it is important 
not only that the vena cava be ligated but 
also the ovarian veins as the disease most 
frequently involves many pelvic veins," that 
is, the uterine, hypogastric or iliac veins, 
in addition to some involvement of the 
ovarian veins. Therefore, the successful 
surgical management of suppurative throm- 
bophlebitis of the pelvic veins requires li- 
gation of the normal venous return from 
the uterus, that is, the vena cava and ova- 
rian veins. Ligation of the ovarian veins 
alone or one ovarian vein and one iliac or 
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the other, does not produce the high per- 
centage of successful results that ligation 
of the normal return of the venous flow 
from the uterus does.*:* ** This can best 
be accomplished by a transabdominal ap- 
proach since it offers easy access to the 
whole of the pelvis; the pelvic veins can be 
thoroughly explored, the ovarian veins li- 
gated above any clotting process found, 
and the vena cava ligated at the same time. 

Patients with suppurative pelvic throm- 
bophlebitis are acutely ill at the time of 
operation; they usually have temperatures 
of from 103° to 106°F. daily and chills, 
and in all of our cases there was infarction 
of the lung. Despite the rapid pulse rate 
and high temperature, these patients toler- 
ate the operation extremely well. Spinal 
anesthesia was used in all our cases except 
one in which local anesthesia was employed. 

TECHNIC 

A para-umbilical midline incision is 
made, the recti are separated in the mid- 
line, and the peritoneal cavity is opened. 
The uterus, ovaries and tubes as well as the 
ovarian, uterine, hypogastric and iliac ves- 
sels are palpated. The peritoneal reflec- 
tion of the lateral colic gutter is incised and 
the cecum and ascending colon are then re- 
flected medially. These structures are 
mobilized to the midline. The right ureter 
and right ovarian artery and veins are iden- 
tified. The right ovarian veins and artery 
are ligated above the clotting process. If 
a clotting process is not found on the right 
side, the veins and artery are ligated any- 
how. The vena cava is then identified and 
dissected out by means of sharp and blunt 
dissection. Two ligatures of cotton crochet 
No. 20 are applied around the vena cava 
about an inch apart and about the level of 
the fourth lumbar vertebra. These are tied 
tightly. The right lumbar sympathetic 
chain is then identified and severed. The 
cecum and ascending colon are then re- 
placed in normal position and peritoneali- 
zation is accomplished. The descending 
colon and rectosigmoid are then mobilized 
by means of an incision along the peritoneal 
reflection of the left colic gutter and are 
retracted medially. This exposes the left 
ovarian artery and vein and left ureter. 
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The left ureter is identified and as on the 
right side, the left ovarian veins and artery 
are ligated above the clotting process. If 
no clotting process is found, they are li- 
gated anyhow. The aorta is retracted me- 
dially and the left lumbar sympathetic chain 
severed. The sigmoid and descending colon 
are then replaced and peritonealization ac- 
complished. Finally, the abdomen is closed 
in anatomic layers. If at the time of oper- 
ation it is considered unwise to sever the 
sympathetic chains on the right and left 
sides either because of the patient’s condi- 
tion or because they are not easily located, 
then bilateral lumbar sympathetic block 
with procaine hydrochloride is performed 
daily after the operation for four or five 
days. The sympathetic nerves are sectioned 
or sympathetic block is done in order to 
eliminate as much as possible spasm of the 
vessels in the extremities which might be 
occasioned by ligation of the cava. We be- 
lieve that this is an important factor in the 
management of the case and is one reason 
why we see very little or no edema in our 
cases postoperatively. 
POSTOPERATIVE RESULTS 

In judging the efficacy of the surgical 
management in our cases of suppurative 
pelvic thrombophlebitis one must remember 
that ligation was performed only in cases 
which failed to respond to all nonoperative 
measures advocated for this condition and 
that these patients were the most acutely ill 
of all cases of puerperal sepsis which we 
have encountered. In the two patients in 
whom ligation was done for phlebothrom- 
bosis of the common femoral vein associ- 
ated with uterine fibroids and the one case 
of postoperative suppurative pelvic throm- 
bophlebitis there were no deaths (table 2). 

TABLE 2 
Vortality 


(Uneorrected) 
Pathology Cases Deaths 
Phiebothrombosis 2 GO (0%) 
Suppurative thrombophlebitis 
(postoperative) 1 
Suppurative pelvic thrombophlebitis 


(puerperal) 19 


@ (0%) 


4 (21%) 
Total py 4 4 (18%) 

Note: 
are included as operative deaths. 


In the 19 patients with puerperal suppura- 
tive pelvic thrombophlebitis who were oper- 


All patients dying within one year after operation 





492 


ated on, there were four operative deaths 
(table 2). This is an uncorrected figure, 
since all patients dying within one year of 
the time of operation were considered as 
postoperative deaths. The first death 
(table 3) occurred in 1942, two hours after 

TABLE 3 

Deaths 


Time 
Following ('nuse 

Operation 
2 hours Peritonitis at 
° ation. 


time of oper- 
Thrombus = extended 
from uterus, ovarian 
(It.), renal 
eava with auricle of 
Septic infarct 
formation in 


vein 
vein, superior 
heart. 
With abscess 
heart, spleen, 
lung. kidneys. 


> months Mycotic aneurysm of in- 
ferior Inesentery 


Endocarditis. 


artery. 


4 o's months 


ligation of the vena cava. The patient when 
first seen had peritonitis and was hopeless- 
ly ill but she was operated on immediately 
and in addition to peritonitis there was 
thrombosis of the left vena cava and termi- 
nating in a coil in the auricle of the heart. 
(table 3) 


The second death occurred in 
1944. The patient was operated on some 
time after she had been in the hospital and 
died six days later, not immediately as a 
result of the operation but from septic in- 
farcts with formation of abscesses in the 
liver, lungs, spleen and kidneys, and endo- 
carditis of the heart. Obviously, this pa- 
tient was operated on too late. The third 
and fourth deaths (table 3) occurred three 
and three and a half months respectively, 
following operation. The deaths in these 
two cases can be attributed to the fact that 
the patients were operated on later than 
our surgical judgment deemed it wise. 
Since we were trying to evaluate the effi- 
cacy of penicillin and sulfonamides in the 
therapy of postpartal and postabortal sep- 
sis in these patients, operation was deferred 
much longer than is our usual practice. 
Though the operations were successfully 
performed, these patients died from second- 
ary implants elsewhere in the body, one 
from the mycotic aneurysm of the inferior 
mesenteric artery which ruptured and the 
other from bacterial endocarditis. These 
two cases do prove, however, that penicil- 
lin and sulfonamides in huge doses do not 
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cure all cases of postabortal or postpartal 
sepsis. All other patients survived the 
operation for at least two years and though 
all patients are not living today, these 
deaths were in no way the result of ligation 
of the vena cava or suppurative pelvic 
thrombophlebitis. One patient died two 
and a half years following the operation 
from hemorrhage during a thoracotomy be- 
ing performed for persistent pulmonary 
abscess which was a result of the original 
infarction. A second patient died three 
years after operation from hemorrhagic 
encephalitis following arsenical therapy for 
syphilis. A third patient died three and a 
half years after operation from third de- 
gree burns. 

All patients living today have been ex- 
amined periodically by us and by Drs. 
Burch and Winsor,'’ and Ray'! of the De- 
partment of Medicine, Tulane University. 
Not only have the appearance of the ex- 
tremities and function of the genital tract 
been studied but the circulation in the ex- 
tremities has been thoroughly investigated. 
Dr. Burch and his co-workers concluded, 


Fig. 4. Extremities of patient four years after 
ligation of inferior vena cava and ovarian veins 
for puerperal suppurative pelvic thrombophlebitis. 
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“All patients showed remarkably good com- 
pensation of the circulation following liga- 
tion.” All these patients are able to per- 
form any type of work, are not restricted 
in any capacity and feel well. Their occu- 
pations vary trom those of housewife to 
farming. In one or two cases slight edema 
is occasionally present but this is negligible. 
One patient has had two babies since the 
operation and has_had no complications 
either antepartally, intrapartally or post- 
partally. Two other patients in this series 
have become pregnant and miscarried spon- 
taneously without any complications. There 
has been no change in the patients’ men- 
strual cycle either in duration, frequency 
or amount. In one case bleeding persisted 
from retained secundines but this was cor- 
rected by curettage. One patient had a 
third degree burn of the leg necessitating 
skin grafting and the operative note and 
follow up on the patient showed that the 
skin graft took just as easily as if the vena 
cava had not been ligated previously. 
tONCLUSION 

Ligation of the vena cava carries a low 
operative mortality. The end results and 
the appearance and function of the patients’ 
extremities are very good. The procedure 
is one that should be used without hesita- 
tion when indicated. In gynecology and ob- 
stetrics, we believe that it is indicated in 
cases of phlebothrombosis of the iliac ves- 
sels whether the clotting process occurs pre- 
operatively or postoperatively. It is also 
indicated in cases of postabortal and post- 
partal puerperal sepsis if conservative 
therapy is ineffective, if infarction to the 
lung develops, or if the patient has an in- 
farct to the lung from a suppurative pelvic 
thrombophlebitis when first seen. The 
minimal amount of edema and circulatory 
disturbance occasioned by vena cava liga- 
tion in our cases, we believe, is due to the 
fact that at the time of operation the sym- 
pathetic chains are sectioned or if this is 
not possible at operation routine blocking 
of the lumbar sympathetics is performed, 
bilaterally, daily, for five or six days after 
operation. 
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DISCUSSION 


Dr. L. S. Robinson (Winnsboro): A _ principal 
concern of surgeons has always been the establish- 
ment of a sufficient collateral circulation following 
ligation of any large venous trunk, especially the 
inferior vena cava. However, it has been proved 
in numerous é¢ases that life is compatible with 
ligation or obliteration of the inferior vena cava. 
There is an abundance of experimental and clini- 
cal evidence which demonstrates the ability of the 
circulatory apparatus to adapt itself quickly to 
either sudden or gradual complete obstruction of 
the inferior vena cava. A prevalent older belief 
was that sudden ligation of the inferior vena cava 
is incompatible with life and that the inferior vena 
cava should be ligated in two stages to allow for 
gradual establishment of the collateral circulation. 
However, more recent observations prove that the 
vessel may be safely ligated at one stage at any 
level below the renal veins. 

In 1909 Houzel stated that ligation of the in- 
ferior vena cava was indicated if the vessel were 
wounded or had to be resected to remove a tumor, 
and was without great danger. Pfaff, in 1926, con- 
cluded that ligation of the inferior vena cava below 
the renal veins was safer than attempting to 
suture the wounded vessel. Ligation of the inferior 
vena cava has gradually become increasingly 
popular since about 1906 in the surgical treatment 
of septic thrombophlebitis of the pelvic veins and 
deep veins of the legs. 

There has been but little experimental work 
using the human cadaver in the study of the col- 
lateral circulation of the inferior vena cava. In an 
effort to study the collateral circulation, during 
the autopsy of a case with obliteration of the in- 
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ferior vena cava from the renal veins to the com- 
mon iliac vessels, Sappey, in 1862, injected the 
venous system with tallow via the femoral and 
axillary veins. He divided the collateral circula- 
tion into anterior, lateral and posterior channels, 
and presented an excellent description of the veins 
concerned and of their communications. Batson’s 
work (1940, 1942) on the function of the verte- 
bral veins and their role in metastasis emphasized 
the potentialities and the collateral communications 
of this system in the cephalad flow of blood. He 
has performed a very complete study of the verte- 
bral veins in 100 cadavers by injecting a radio- 
paque material into the dorsal vein of the penis. 
More recently Northway and Greenway (1944) 
studied the collateral circulation following liga- 
tion of the inferior vena cava at a point on the 
lower one-third of the vessel. In their experi- 
ments they used unprepared cadavers and injected 
the venous system via the internal saphenous vein 
with a thin suspension of red lead. Their results 
further demonstrate the importance of the ver- 
tebral plexus of veins as collaterals following li- 
gation of the inferior vena cava. 

Considerable time and effort has been spent 
throughout the years in experimental work on ani- 
mals in an effort to study the collateral circula- 
tion following ligation of the inferior vena cava 
at different levels. It is generally conceded that 
the inferior vena cava and its connections are es- 
sentially similar in dog and in man, and most of 
the experimental work has been done on this ani- 
mal. 

In 1669, Lower published the first account of 
experimental ligation of the inferior vena cava in 
an animal. 

Brunton (1883) cited Ranvier’s experiments of 
ligating the vena cava of the dog and the observa- 
tion that it did not always produce edema of the 
legs. 

Purpura, after a great number of experiments 
on the dog concluded in part that life is possible 
after ligation of the inferior vena cava at a point 
between the common iliac and hepatic veins, but 
more difficult to maintain if the ligation is made 
above the renal veins. 

Gosset and Lecene, in 1904, and Leotta, in 1907-8, 
stated that the inferior caval system in dog is ab- 
solutely comparable to that of man; that ligation 
of the trunk of the inferior vena cava below the 
renal veins is not accompanied by any pathological 
phenomenon, not even a trace of edema of the 
legs; and that ligation of the trunk of the inferior 
vena cava above the renal veins provokes grave 
lesion of the kidneys. 

Offergelt, in 1907, reported experiments on liga- 
tion of the inferior vena cava in its lower one- 
third on rabbits, cats and dogs. All of the cats 
died, but the other animals survived without edema 
or severe disturbance in their sensitivity or tem- 
perature. He noted only slight extension of car- 
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diac dullness to the left and a transitory treme 
of the legs. 

Bejan and Cohn, in 1911, did similar experiments 
on the dog. They concluded that ligations of the 
inferior vena cava below the renal veins, or at the 
attachment of the renal veins and including one of 
the veins in the ligature, or immediately above the 
renal veins and the left suprarenal vein are com- 
patible with good health. However, their ligations 
at levels higher than the right suprarenal vein 
always resulted in death. 

In 1929 Polkey studied-the phenolsulphoneph- 
thalein output after ligation of the vena cava 
below the renal veins, in dogs, and found the kid- 
neys functioning normally. 

Experimental and clinical investigations on liga- 
tions below the renal veins have shown that edema 
or slight albuminuria may develop, but neither is 
common, and both are usually transitory. Most 
authors agree that the mortality is high and the 
kidneys are seriously affected after ligation of 
the inferior vena cava above the renal veins. How- 
ever, a minority may recover and the kidneys 
resume good functional activity. 

Batson’s injection experiment on the monkey 
has done much toward demonstrating part of the 
potential collateral circulatory system and the im- 
portance of the vertebral veins following ligation 
of the inferior vena cava. 

As may well be expected, the veins concerned 
in the collateral circulation following ligation of 
the inferior vena cava are numerous. Haller. in 
1756, was probably the first to describe the col- 
lateral channels in a case where the lower third 
of the inferior vena cava was obliterated. In his 
case the circulation was carried on by the super- 
ficial abdominal veins, the right ureteral vein. and 
the right ovarian vein. 

Baillie, in 1793, described the collateral circula- 
tion by the lumbar and azygos veins, but the throm- 
bosis involved the upper two-thirds of the inferior 
vena cava. 

Cruveilhier showed that one of the principal 
means of establishing circulation between the in- 
ferior vena cava and the superior vena cava are 
the azygos and vertebral system of veins. He men- 
tioned that the great azygos vein, which is gen- 
erally regarded as the chief means of communica- 
tion between the two vena cavas, is not indispensa- 
ble, because of the presence of the vertebral plexus 
of veins. 

Wilson, in 1804, described the vertebral, portal 
and azygos routes in detail. 

Bidault, in 1804, and Castelnau, in 1841. de- 
scribed the superficial veins making up the col- 
lateral circulation in cases of obliteration of the 
lower third of the inferior vena cava. Hodgson 
also described the superficial veins in-a similar 
case, exhibiting in addition dilation of the lumbar 
veins, the internal mammary veins and the deep 
epigastric veins. 
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Hallet described a case of obliteration of the 
inferior vena cava in a woman, and stated that 
the veins of the uterus were dilated and formed 
a plexus to aid it, of which the veins of one side 
communicated with veins of the opposite side. He 
found the collateral circulation to be reestablished 
by the uterine veins, the left utero-ovarian vein, 
the left ureteral vein and the left renal vein. 

Sappey and Dumontpallier, in 1862, reviewed 
the literature and described the collateral circula- 
tion in different types of obstruction of the in- 
ferior vena cava. Their description of the collateral 
circulation following obliteration of the lower 
third of the inferior vena cava included the super- 
ficial and deep veins of the anterior abdominal 
wall, intercostal veins, veins of the lateral abdom- 
inal wall and thorax draining into the axillary 
veins, and the “posterior currents” which included 
the lumbar veins and the azygos system, the portal 
system via the inferior mesenteric vein, and the 
vertebral system of veins. Nicaise quoted Sappey 
as finding that if a ligation was made at a point 
on the trunk of the inferior vena cava and the 
external iliac vein was injected, that the fluid 
easily arrived in the heart, and that the ampli- 
tude of the anastomotic paths which supply this 
venous trunk was great enough that one could 
annihilate the trunk and the injected liquid would 
reach the heart. The venous anastomosis would 
also connect the two ends of the inferior vena 
cava. 

Thomas, in 1893, showed in table form the veins 
involved in the establishment of the collateral cir- 
culation following various types of obstruction of 
the inferior vena cava. 


Poirier stated that the collateral circulation fol- 
lowing ligation of the inferior vena cava was ex- 
tensive, and included the azygos veins, lumbar and 
sacral veins, diaphragmatic veins, vertebral veins, 
renal veins, veins of the anterior abdominal wall, 
and finally the portal vein by its numerous anas- 
tomoses. 

According to Simpsin (1924) the absence of 
signs of serious vascular upset in cases of com- 
plete and sudden obstruction is probably due to 
the multiplicity of small collateral channels, all 
of which are capable of sudden slight dilation, 
the sum total of which is sufficient to establish 
rapid compensation. The period of adjustment is 
indicated by the transient edema. 

Batson’s (1940, 1942) experiments on the monkey 
and on the human cadaver demonstrated a set of 
valveless, plexiform, longitudinal, venous channels 
that join the pelvic veins to the cranial venous 
sinuses without the intermediation of the lungs. 
The verebral vein system parallels, connects with, 
and provides by-passes for the portal, the pul- 
monary, and the caval systems of veins. 

In 1944 Northway and Greenway found the 
vertebral plexuses to form an adequate communi- 


cation between different parts of the inferior caval 
system as well as between the inferior and superior 
caval systems. They concluded that this extensive 
system is more than adequate in its collateral 
potentialities, so that ligation of the inferior vena 
cava merely serves to place a valve within the 
vena cava, with that portion of the vein proximal 
to the ligature being readily filled from the com- 
municating branches of the vertebral plexus. 

Recently, in the Department of Anatomy at Tu- 
lane, the collateral circulation was studied fol- 
lowing ligation of the inferior vena cava at a 
point on the lower third of the vessel. Stillborn 
infants were injected with radiopaque Neoprene, 
a synthetic liquid latex, and the collateral circula- 
tion was studied by x-ray, dissection, and corro- 
sion methods. The use of radiopaque Neoprene, 
for injection studies was satisfactory for dissec- 
tion and corrosion, but failed to give a good out- 
line of the veins in the roentgenograms. The use 
of corrosion specimens for the study of the col- 
lateral circulation showed an abundance of collat- 
erals, but identification of many of the veins gave 
the best results, by far, of any method employed 
in the study. 

Observations during the injection of Neoprene 
into the saphenous or femoral veins showed the 
vertebral and azygos systems to fill immediately. 
Too, the visceral veins of the abdomen and pelvis 
filled readily as evidenced by the injection of the 
mesenteric veins, the liver, and pelvic organs. 
Studies following injection showed the vertebral 
plexus of veins, the veins of the neck, the veins 
of the thoracic wall (including the azygos sys- 
tem), the veins of the wall of the abdomen and 
pelvis, and the veins of the abdominal and thoracic 
viscera to be well filled. However, the superficial 
collaterals were found to be only partially filled, 
if at all, and anastomotic connections, as evidenced 
by the injection mass, were frequent. 

These results coincide with clinical and experi- 
mental evidence concerning surgical ligation of 
the inferior vena cava, that is, (1) the vertebral, 
azygos, and portal systems of veins play a large 
role in the collateral circulation following ligation 
of the inferior vena cava, the superficial veins 
being rarely dilated; (2) following ligation of the 
inferior vena cava at any point in the lower third 
the proximal and distal ends still communicate by 
way of its vast collateral system; (3) after liga- 
tion of the inferior third of the inferior vena cava 
the collateral channels are adequate for return 
of blood from the lower portions of the body to 
the heart. 

Dr. B. Bernard Weinstein (New Orleans): The 
past few decades has brought many advances in 
asepsis, antisepsis, chemotherapy, and in atrau- 
matic obstetrical and gynecological surgery, yet 
pelvic thrombophlebitis is an all too frequent puer- 
peral, postabortal and postoperative complication. 
It is characterized by a high mortality and has 
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shown poor response to chemotherapy and con- 
servative measures. 

Hunter, in 1784, was the first to apply the 
principle of proximal venous ligation to control 
suppurative thrombophlebitis. Freund nearly a 
century later (1898) was apparently one of the 
first surgeons to apply the method to gynecology. 
In two cases he ligated and excised thrombosed 
ovarian veins, and the broad ligament. Both pa- 
tients died. In the early portion of this century 
the work of Braum, Trendelenberg and others pop- 
ularized the method which reached some degree 
of popularity about 1912 when C. Jeff Miller, re- 
porting before the American Medical Association, 
was able to report seven cases of successful liga- 
tion of the iliacs or vena cava in pelvic thrombo- 
phlebitis. Subsequently Dr. Miller had several fail- 
ures and became discouraged and abandoned the 
method. About this time after a slight flurry of 
popularity which extended from 1900 to 1915 the 
method passed out of use. The reason for the 
failures in Dr. Miller’s cases was that the venous 
return from the uterus was only partially ligated. 
If one appreciates the necessity of bilaterally li- 
gating the pampiniform plexus or its equivalent 
the ovarian vein, and the uterine drainage proper 
that is uterine veins, hypogastric veins, common 
iliac veins or inferior vena cava depending on the 
extent of the thrombosis, one can readily see why 
inadequate ligation would lead to the possibility 
of further propagation of thrombi or dissemina- 
tion of emboli leading to death. It is far more 
astounding that the early inadequately ligated 
eases lived than that the method failed. 

By 1937 Krosotski was able to report 40 suc- 
cessful instances of ligation of the inferior vena 
cava. If one will bear in mind the adequate col- 
lateral circulation which is established and which 
Dr. Robinson so beautifully demonstrated, and the 
fact that one must ligate inferior to the renal 
veins, the ligation of the inferior vena cava per se 
is not a formidable procedure. 

In 1940 Dr. Conrad Collins faced the problem 
of high mortality in cases of septic pelvic throm- 
bophlebitis, reviewed the situation carefully and 
critically, and decided to attempt the total liga- 
tion of the venous return from the pelvis in 
these cases, that is a ligation of the inferior 
vena cava somewhere above the area of thrombo- 
sis and below the renal veins, and bilateral liga- 
tion of the ovarian veins. The success of Dr. Col- 
lins and his associates in their first 12 cases which 
I was privileged to follow very closely stimulated 
my own interest in the problem, and lead to my 
successful use of the procedure in four cases. 

This procedure, which is ostensibly radical, is 
actually conservative and lifesaving. As Dr. Col- 
lins has told you, the procedure has now been 
performed more than 20 times by various mem- 
bers of the Gynecological, Obstetrical and Surgi- 
cal Staff of Tulane University (including the cases 


of Dr. Collins) with one death. This one death 
occurred in a woman who was moribund at the 
time of operation, and who should have been left 
out the series, but it was the surgeon’s opinion 
it was far better to try a fina] attempt to save 
the woman’s life than to keep his mortality statis- 
tics pretty. 

The diagnosis of pelvic thrombophlebitis is an 
extremely difficult one, and must frequently be 
made by exclusion of kidney, bladder, wound and 
lung infections. Very frequently the diagnosis is 
missed until the first shower of emboli occurs. 
Then the diagnosis is frequently missed unless one 
has available a roentgenologist who appreciates 
the pulmonary picture of multiple infarction and 
differentiates it from bronchopneumonia with 
which unfortunately it is not infrequently confused. 
However, even after the occurrence of the first 
shower of emboli ligation if immediately performed, 
will be successful as indicated by three cases in 
Dr. Collins’ series. 

The use of postoperative lumbar sympathetic 
block or of section or excision of the lumbar sym- 
pathetic chain at the time of operation is extremely 
beneficial in promoting the rate of development of 
collateral circulation. After venous ligation of the 
pelvic veins the patient who has not had an exci- 
sion of the lumbar sympathetic chain or a section 
of it, should have bilateral block daily for several 
days. 

One of the surprising facts associated with the 
follow-up in these cases is their failure to develop 
edema of the lower extremities, or their develop- 
ment of an extremely mild and transient edema. 
This is attributable to the rich collaterals which 
had begun to develop as a result of the thrombo- 
sis present and which was subsequently further 
developed by the excision of the lumbar sympa- 
thetic chain or the use of lumbar sympathetic 
blocks following the ligation of the pelvic veins. 

Collins is to be congratulated on both the 
courage he has displayed in tackling this difficult 
problem, and on the splendid results he has 
achieved. It points the way to a markedly greater 
salvage in this once fairly hopeless group of cases. 
Dr. Robinson has done a painstaking and beautiful 
piece of research which has many clinical applica- 
tions. I am grateful to him for presenting his 
work before our Society, and I appreciated the 
privilege of hearing his paper. 
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In 1830, John Howship wrote a small 
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book entitled, “Practical Remarks on the 
Discrimination and Successful Treatment 
of Spasmodic Stricture in the Colon Consid- 
ered as an Occasional Cause of Habitual 
Confinement of the Bowel.” The ailment, 
according to Howship, was due to “a de- 
ficient freedom of relaxation in some part 
of the intestinal canal.” Since then, much 
has been written regarding this subject, 
and unfortunately, because of its uncertain 
etiology, pathologic physiology, and con- 
fused classification, there exists in many 
instances no clear-cut concept of its true 
character, as may be recognized at present. 

The terms, spastic, irritable (Sippy, Jor- 
dan, Kiefer), or unstable (Kantor) colon 
would seem to be justified in view of the 
neuromuscular nature of the disease and in 
the absence of actual inflammation of the 
colon. At this point, I am in sympathy 
with the classification of Bockus and Wil- 
lard who have seen fit to classify the func- 
tional disorders of the colon, and follows: 
COLONIC NEUROSES (NEUROMUSCLAR AND NEURO- 

SPCRETORY COLONOPATHIES) 

I Motor neurosis: disturbances of tonus 

and propulsive motility. 


(a) Spastic colon, chronic colonospasm, ' 


irritable or unstable colon. 

(b) Nervous or emotional diarrhea. 

(c) Congenital or neurogenic mega- 
colon. 


II Secretory neurosis: neurogenic mu- 
cous colitis, mucomembranous colic. 


III Mixed neurosis: neurogenic disturb- 
ance of both the motor and secretory func- 
tions of the colon. 

Classification has two major groups, 
colonic neurosis and simple constipation. 

SIMPLE CONSTIPATION 

It would appear, therefore, that while an 
individual may exhibit definite evidence of 
a mixed neurosis, that nevertheless in many 
instances examples of either the motor or 
sensory neurosis may be seen. Thus, it is 
possible to distinguish within reasonable 
limits the purely motor disturbance, that is, 
the unstable colon, from the secretory type, 
neurogenic mucous “colitis”, and further, 
to recognize the co-existence of both in 
other cases. The term “mucous colitis”, of 





course, is undesirable because of the ab- 
sence of inflammatory process in this con- 
dition. 

According to Bockus, a colonic neurosis 
may be defined “as an intermittent or con- 
stant disturbance of colonic function which. 
cannot be ascribed to an organic or non- 
neurogenic constitutional disorder and 
which seems dependent upon a derange- 
ment of the autonomic innervation of the 
colon.” The specific etiologic factor or fac- 
tors, as well as contributory influences, of 
the colonic neuroses are not definitely 
known, nor whether similar or different 
factors serve to produce the various neu- 
roses. However, the unstable colon may be 
considered as a constitutional condition, 
frequently characterized by symptoms and 
signs of a labile vegetative nervous system, 
and more specifically as a neuromuscular 
or motor disturbance of the entire ali- 
mentary tract, especially prominent in the 
colon, and emanating through the medium 
of a deranged autonomic nervous system, 
perhaps directly influenced from the dience- 


Fig. 1. Irritable colon (when first seen) 


phalon, or indirectly stimulated by one or 
more factors, such as psychogenic, endo- 


































crinal, allergic, bacterial, and faulty intesti- 
nal hygiene. 

The unstable colon is of necessity recog- 
nized, first by a process of elimination, 
secondly by the presence of frequently asso- 
ciated symptoms and signs, and finally and 
more conclusively, by the rather commonly 
occurring roentgen findings. While evi- 
dences of spasticity may be observed in any 
part of the alimentary tract, one particu- 
larly finds these areas in the colon, and es- 
pecially in the descending colon, and fur- 
ther, the site of spasticity may be observed 
to change from time to time. The barium 
meal may be observed to pass through the 
colon very rapidly and though the shadow 
of the filled colon varies markedly, one of 
the most common findings is that of an ab- 
normal narrowing of some part of the colon, 
especially the descending and pelvic por- 
tions; in addition, this area often presents 
little or no haustral markings; in some 
cases, the narrowed, spastic colon with 
slight residual haustrations reveals the 
“string of pearls” appearance. In this par- 
ticular case, we are privileged to observe 
“the fine, shallow, irregularly arranged 
saw-tooth type of colonic margin described 
by Spriggs and Marxer as prediverticulo- 
sis,” and yet, when present, said to be 
characteristic of the unstable colon. And 
now, it is fascinating to observe in this 
same patient eight months later, the de- 
velopment of diverticula at the apices of 
the serrated colonic border. Of interest, 
also, is the presence of the “string sign” of 
mucous colitis. Thus, we have observed, at 
first, an jndividual showing essentially ro- 
entgenographic evidence of unstable colon, 
and finally, the same individual at a later 
date, presenting definite roentgen indica- 
tions of a mixed colonic neurosis plus di- 
verticulosis. Still later, this individual 
may, of course, add to these functional and 
pathological abnormalities in kind, and by 
incurring the well-known complications and 
sequelae of diverticula. 

Finally, it is of interest to note that this 
kind of diverticulum is known as the ac- 
quired, or false type. True diverticula, or 
the congenital type, contain all the coats of 
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Fig. 2. Irritable colon, several months later, 
showing development of diverticula. 


the intestine, whereas false diverticula are 
pouches of mucosa and serosa. Acquired 
or false diverticula usually occur at middle 
age or later, and are especially prevalent 
in the descending and pelvic colon. There- 
fore, it is conceivable that numerous factors 
associated with the ageing individual, such 
as constipation, incorrect bowel hygiene, 
repeated intestinal trauma, the hyperstimu- 
lation of the nervous system by modern 
civilization, and the unstable colon, may 
serve as factors in the development of di- 
verticula in the presence of some weakness 
in the bowel wall, as a result of the in- 
creased intracolonic pressure common to 
these conditions. Under such circumstances 
as mentioned, the elastic mucosa may be 
allowed to herniate through the muscular 
fibers of the colonic wall and bulge out- 
ward before it the equally elastic serosa 
producing a globular appendage with a 
constriction or neck as it emerges through 
the muscular layer, thus producing the 
typical acquired, or so-called false, diverti- 
culum. 
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ACTINOMYCOSIS 


A REPORT OF TWELVE CASES WITH 
SPECIAL REFERENCE TO A 
MEDIASTINAL CASE 


W. J. HOLLIS, M. D.7+ 
AND 
M. D. HARGROVE, M. D.+ 
SHREVEPORT, LA. 

The purpose of this paper is to present a 
brief summary of 12 cases of actinomycosis 
observed at the Charity Hospital at Shreve- 
port, Louisiana, since 1938. One case in 
which the posterior superior mediastinum 
was involved and diagnosed by aspiration 
biopsy is presented in brief detail. 

HISTORY 

Harris and Priestley* state that Bollinger 
in 1877 first described the disease of cat- 
tle known as lumpy jaw. He attributed the 
cause to the organism Actinomyces bovis. 
In 1878 Israel reported a case in man. The 
following year Ponfick showed the essen- 
tial similarity of the organisms causing 
these conditions in man and cattle. Lord in 
1$10 demonstrated that Actinomyces patho- 
genic for guinea pigs could be found in the 
gums and tonsils of apparently normal in- 
dividuals.* 

Fifty-eight cases of actinomycosis in 
America were collected by Ruhrah in 
1859. Erving brought this number up to 
100 in 1902 and Sanford collected almost 
700 unreported cases in 1922.° 

DEFINITION AND ETIOLOGY 
Lynch and Holt,' quoting Topley and 


+From the Charity Hospital at Shreveport, La. 


499 


Wilson, state that the term actinomycosis 
now applies to two groups of diseases of 
man and animal in which Actinomyces-like 
organisms are encountered. In the first 
group the proliferation of an anaerobic or- 
ganism such as Actinomyces bovis gives the 
appearance of colonies which have a ray 
structure in pus or tissues and often are 
described as sulfur granules or “Drusen.”’ 
In the second group are included all aerobic 
filamentous branching organisms that form 
a felted mycelium without any radial ar- 
rangements and without granule formation. 
Two type species are; (1) Actinomyces 
graminis which is not acid-fast and forms 
no granules in tissues and (2) Actinomyces 
asteroides (Nocardia asteroides) which is 
acid-fast and forms no granules in tissues. 
It is often the cause of pulmonary and 
brain lesions. According to Knott‘ the or- 
ganism Actinomyces asteroides is capable 
of producing a pulmonary pseudotubercu- 
losis in man and laboratory animals. 
Walker and Hamilton,* quoting Zinzer 
and Bayne-Jones, define actinomycosis as 
an infectious graulomatous disease charac- 
terized by the destruction of tissues, sup- 
puration, and overgrowth of fibrous tissue. 
Harris and Priestley* state that actino- 
mycosis really connotes a group of diseases 
just as the Actinomyces really belong to a 
group of organisms rather than a single 
pure strain. Some are aerobic and others 
are anaerobic. Most of them take the Gram 
stain and a few are acid-fast. Those that 
are anaerobic are referred to as Actino- 
myces and those that are aerobic with a 
tendency to reproduce by fragmentation of 
the mycelium are referred to as Nocardia. 
Cecil' states that the organism occurs in 
pus or tissues as lobulated or spherical 
granules, which vary in size from very 
minute particles to forms about 1 mm. in 
diameter. Actinomyces bovis is anaerobic 
and grows best at 37° C. in glucose agar in 
a zone 5 to 10 mm. below the surface and 
Actinomyces asteroides is aerobic and 
grows on ordinary laboratory media at 
room and incubator temperatures. 
PATHOGENESIS 
Two views exist as to the mode of infec- 
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tion. One is that the organisms gain en- 
trance by way of grasses and grains that 
are ingested and the other that the or- 
ganisms exist as saprophytes in the in- 
testinal tract, particularly the mouth, and 
gain entrance under the proper conditions 
of lowered resistance and a portal of infec- 
tion, then becoming pathogenic. Actual 
facts do not substantiate the general belief 
that the disease is contracted by contact 
with cattle afflicted with lumpy jaw or is 
more common in people handling hay. Con- 
tagion from man to man has never been 
definitely established. The anaerobic organ- 
ism of the type Actinomyces bovis has 
never been absolutely demonstrated in nat- 
ural sources outside the human body. 

Wilkson, examining 10,000 tonsils, found 
bodies resembling those found in cases of 
actinomycosis in 177 cases. Weller, in an ex- 
amination of 1,000 tonsils, found 47 out of 
80 positive cases of tonsillar concretions of 
the crypts to be Actinomyces-like colonies 
of mixed mouth organisms. Lord found that 
patients with actinomycosis often gave a 
history of previous trouble with their teeth. 
He was also able to produce histologically 
identical lesions in 60 per cent of guinea 
pigs inoculated intraperitoneally with the 
contents of carious teeth of patients with- 
out actinomycosis. The lesions showed club- 
shaped Actinomyces granules. 

Naeslund in 1925 was successful in iso- 
lating from the normal mouth anaerobic 
organisms morphologically and culturally 
like the Actinomyces of the Wolff-Israel 
type (Actinomyces bovis) and later pro- 
duced characteristic lesions of actinomy- 
cosis in animals with these cultures. 

PATHOLOGY 

The pathology of actinomycosis is a 
granulomatous lesion associated with the 
production of fibrous and connective tissue. 
Multiple interconnected abscesses form, 
which rupture to the surface, producing 
multiple sinuses. The local lesions spread 
by direct extension through the connective 
tissue rather than by way of the lymphat- 
ics, although metastatic lesions appear in 
various parts of the body as the result of 
showers of infected emboli. The colonies 
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of invading organisms are surrounded by 
mononuclear cells and an occassional giant 
cell. Numerous polymorphonuclear leuko- 
cytes are found in the necrotic areas and in 
the walls of the sinuses. 
CLINICAL TYPES 

The clinical types of the disease are: (1) 
cervicofacial, (2) abdominal, (3) thoracic, 
and (4) cutaneous or systemic. According 
to various references the cervicofacial re- 
gion constitutes 50 to 60 per cent of the 
cases, the abdominal 20 per cent, the tho- 
racic 15 per cent, and the cutaneous and 
systemic forms 5 per cent. 


SYMPTOMATOLOGY 

The clinical symptoms of actinomycosis 
vary somewhat, depending upon the region 
of the body involved. 

In cervicofacial actinomycosis the in- 
fected area becomes indurated, extending 
beyond the area of inflammation and the 
overlying skin has a dark red or purplish 
color and a lumpy uneven surface. As the 
infection spreads, multiple sinus tracts ap- 
pear and with intern extension the bones 
of the skull and even the meninges may be 
involved. Trismus develops when the mus- 
cles of mastication are involved. The 
lymph nodes of the neck are usually not in- 
volved and pain is not a prominent feature. 
The patient’s general health remains good 
as long as the disease remains localized. 

In thoracic actinomycosis, the symptoms 
are usually cough, sputum, increasing 
dyspnea, fever, weight loss, night sweats, 
pallor, and emaciation. The sputum may 
contain blood and fatal hemoptysis may 
occur. Pleural pains and effusions are not 
infrequent. After the disease reaches the 
pleura it usually involves the thoracic wall, 
extending through the subcutaneous tissue, 
and produces local areas of induration with 
suppurating foci and sinus formation. Cor- 
nell and Shookhoff,* quoting Ashford, state 
that in thoracic actinomycosis perforation 
of the chest wall occurs in more than 80 
per cent of cases. From the thoracic foci 
there may be extension to the mediastinum, 
esophagus, and pericardium. 

In abdominal actinomycosis, the earliest 











sign usually is the development of an in- 
distinct, irregular mass in the ileocecal re- 
gion, generally not painful and without 
characteristic features. It may or may not 
be accompanied by fever, chills, night 
sweats, intestinal colic, and vomiting. As 
the disease progresses there is usually in- 
volvement of the liver and spleen. 

In the differential diagnosis the cervico- 
facial type must be differentiated from 
glanders, tularemia, tuberculosis, and os- 
teomyelitis. The pulmonary form frequent- 
ly simulates pulmonary abscess, tubercu- 
losis, tularemia, and other mycotic infec- 
tions. The abdominal form may be mis- 
taken for appendicitis, amebiasis, typhoid 
fever, carcinoma of the intestines, tuber- 
culosis, liver abscess, psoas abscess, and 
sarcoma of the retroperitoneal tissues or 
the iliac bone. 




















































































































DIAGNOSIS 

The diagnosis is based on the clinical 
syndrome, finding of the sulfur granules 
in the exudate or lesions, and cultivation of 
the organisms. Biopsies of the sinus tracts 
should be made when direct examination of 
the exudate fails to show granules. Pure 
cultures are readily obtained from material 
aspirated from unopened abscesses but iso- 
lation is difficult from draining sinuses be- 
cause of the overgrowth from contaminat- 
ing bacteria. The sulfur granules vary in 
size, having a radiating lobulated structure 
and are usually yellow in color. They are 
best observed with a low-power microscope 
lens but are occasionally large enough to 
be identified with the naked eye or a hand 
lens. The Gram-positive branched fila- 
ments can be demonstrated by crushing the 
granules between two slides and then stain- 
ing with Gram’s stain. These branched 
filaments make up the interior of the sul- 
fur granule. The interior of the granule 
does not stand out sharply but the clubs at 
the periphery are refractile and appear as 
irregular lines marking the borders of the 
lobules. 

The pus obtained should be washed with 
sterile normal salt solution, the granules 
then recovered with a bacteriologic loop, 
washed again in sterile normal salt solu- 
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tion, and then placed in thioglycollate 
media and incubated at 37° C. The inocu- 
lated tubes should be retained for four 
weeks before discarding. Colonies appear 
as fluffy masses of mycelium. An acces- 
sory means of diagnosis is the inoculation 
of guinea pigs with cultures of the exudate. 
Pure cultures of some strains produce a 
rapidly fatal disease in guinea pigs in 10 
te 20 days. 
PROGNOSIS 

The prognosis is best in the localized 
skin and cervicofacial types and becomes 
worse with the thoracic, abdominal, gen- 
eralized, and neurologic types. 

Davis,® in 1941, reporting 46 cases of 
actinomycosis, stated that a follow-up study 
at the end of 10 years showed that of the 
23 abdominal and thoracic cases, 22 were 
dead at the end of 14 months and the one 
living still had active lesions in the chest 
at the end of a year and a half. Fifteen of 
23 cervical cases were followed. All but one 
was cured on the average of two and a half 
months after discharge from the hospital. 
One patient who had a persistent lesion on 
the cheek for 10 years finally died with 
generalized metastases. 

Certainly with the advent of the sul- 
fonamides and penicillin, the prognosis in 
the thoracic and abdominal cases should 
be better. Recent reports indicate that 
treatment with these drugs may be much 
more effective than with the usual reme- 
dies. 

TREATMENT 

Many drugs have been used in the treat- 
ment of actinomycosis and surgery has 
been advocated for many years. 

Potassium iodide was first used in the 
treatment of lingual actinomycosis of cat- 


‘tle by Thomassen in 1885 and Nocard stim- 


ulated its introduction in the treatment of 
human actinomycosis by Itterson and Net- 
ter in the same year. At the present time it 
is thought that no indications for its use 
exist and in vitro studies reveal that Acti- 
nomyces grow luxuriantly on media con- 
taining 2 per cent potassium iodide.’ 
Thymol was first used in the treatment 
of cervicofacial actinomycosis by Myers 
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and Theines in 1925. The drug was found 
to be effective against Actinomyces in vi- 
tro at a concentration of 1:1000. The or- 
ganisms were killed following exposure to 
this concentration for one minute. Since 
1925 various reports of the beneficial ef- 
fect of thymol have appeared in the liter- 
ature.'” 

The radiation therapy of actinomyco- 
sis was first introduced by Harsha in 1904. 
He used x-ray irradiation. Bevan in 1905 
first used radium emanations in the treat- 
ment of the disease. Since then the efficacy 
of irradiation therapy in the circumscribed 
superficial forms of the disease is estab- 
lished without a doubt. It is ineffective in 
the widespread form of the disease.'” 

The principles for the use of surgery in 
the disease were first clearly stated by 
Waring in 1905.’ Surgery has its use in 
the draining of collections of pus and the 
excision of hopelessly diseased and necrotic 
tissue. This is particularly applicable to 
the disease when it involves the internal 
female genitalia. 

The sulfonamides were found to be ef- 
fective agains the Actinomyces by clinical 
trial in 1937 and 1938.'* In vitro studies in 
1941 revealed that certain strains were al- 
most completely inhibited when the media 
contained 50 mgm. per cent of the drug 
with sulfathiazole and sulfadiazine being 
more effective than sulfanilamide.'’’ Pills- 
bury and Wassersug' reported successful 
treatment of a case of pulmonary actino- 
mycosis with sulfonamides in conjunction 
with potassium iodide. A follow-up at the 
end of 10 months revealed no reactivation 
of the disease. 

In 1941 in vitro studies revealed that 
penicillin was effective against a strain of 
Actinomyces bovis."” This organism was as 
sensitive to penicillin as the staphylococ- 
cus. Walker and Hamilton? reported the 
successful treatment of -actinomycosis with 
penicillin. Two cases of soft tissue involve- 
ment, three cases of bone involvement, and 
one case of generalized systemic involve- 
ment were treated. Hendrickson and Leh- 
man‘ reported two cases of proved cervi- 
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cofacial actinomycosis treated successfully 
with penicillin and without the use of sur- 
gery. Roberts et al.'* reported the success- 
ful treatment of a case of thoracic actino- 
mycosis that was resistant to the sulfona- 
mides. The first treatment consisted of 
1,800,000 units by intramuscular drip over 
a two weeks’ period. The fever recurred 
in three weeks and a second course of 
5,600,000 units over a period of 28 days 
was given with good response. There was 
no follow-up. 

Vaccines and copper sulfate have also 
been used in the treatment of the disease. 

At present the sulfonamides, penicillin, 
x-ray irradiation, and surgery are the most 
effective therapeutic agents. 

CASE REPORTS FROM LITERATURE 

Bostroem isolated Actinomyces graminis 
from a case of human actinomycosis in 
1891. Biggart in 1934 reported a fatal case 
of generalized actinomycosis due to Actino- 
myces graminis. Holt in 1941 reported a 
fatal brain abscess due to Actinomuices 
graminis.! 

According to Beamer et al.® Alestra and 
Girolami in 1937 were the first to report a 
case of vegetative endocarditis due to Acti- 
nomyces (Nocardia, species not ascer- 
tained) diagnosed before death with blood 
cultures and proved by microscopic studies 
and cultures after death.° The second au- 
thenticated case of actinomycotic endocar- 
ditis was reported by Uhr in 1939." The 
causitive organism was Actinomyces bovis. 


Beamer et al.* in 1945 reported a case of 
vegetative endocarditis involving the aortic | 
and mitral valve with the diagnosis being 
established at autopsy. The causative or- 
ganism was Actinomyces graminis. 


Lynch and Holt! in 1945 reported a case | 
of pulmonary actinomycosis, due to Actino- 
mycosis graminis, that eventually resulted 
in death due to extension to the pericardi- 
um giving rise to a subacute adhesive peri- 
carditis, chronic myocarditis, and death. 

Cornell and Shookhoff* in 1945 reported 
three new cases of actinomycosis of the 
heart and collected 65 others from the liter- 
ature. They state that actinomycosis is the 


























most common visceral mycotic infection in 
man. According to Kasper and Pinner, in- 
volvement of the heart and pericardium oc- 
curred in less than 2 per cent of 470 cases 
of actinomycosis.* 

Rashbaum and McIntosh’ state that acti- 
nomycotic infection of the internal geni- 
talia of the female is uncommon and re- 
covery is rare. Up until June, 1944, 85 
cases of actinomycosis of the female pelvic 
organs had thus far been reported, only 
seven patients having survived. The au- 
thors reported the eighth case of actinomy- 
cosis of the internal female genitalia that 
responded over a long time to surgery and 
x-ray. A follow-up at the end of five and 
10 years showed the patient to be well with 
no evidence of recurrence of abdominal or 
pelvic disease. 

Smith’ in 1943 reported a case of acti- 
nomycosis of the liver and lungs following 
the closure of a ruptured gastric ulcer. A 
sinus tract extended from the closure of 
the perforation over the anterior surface 
of the liver and thence along the thoracic 
wall, coming through the rectus muscle and 
skin to the surface. 

Kasten" in 1945 reported a case of acti- 
nomycosis that had a primary granuloma- 
tous lesion of the right lung in the hilar 
region, with metastatic abscesses in the 
brain, around the thalamus and the fourth 
ventricle, accounting for a low fever and a 
slow pulse in the presence of a severe sys- 
temic infection. 

Robinson'” in 1944 reported a case of ac- 
tinomycosis of the subcutaneous tissue of 
the left forearm, just below the elbow, fol- 
lowing an accidental human bite. The 
lesion persisted for approximately three 
years and did not respond to treatment un- 
til adequate surgical incision was obtained. 

Fuller and Wood" in 1945 reported a 
case of actinomycotic granuloma of the 
stomach. The stomach is a rare site for 
Actinomyces to cause a primary lesion, 
while intestinal actinomycosis is common. 
Fluoroscopic examination of their case re- 
vealed two ulcerative lesions of the stom- 
ach. Treatment was by sleeve resection, 
including the tumor masses, and a posterior 
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gastrojejunostomy with a short loop. The 
pathologic diagnosis was actinomycosis. 
The patient was well 15 months after sur- 
gery, with no evidence of extension of the 
disease. The authors thought that this case 
was probably the only one on record of 
cured primary gastric actinomycosis. 


Orr" in 1945 reported a case of actino- 
mycoma of the third ventricle, probably 
primary, in which the cause of death was 
internal hydrocephalus due to a peduncu- 
lated ball-valve tumor causing intermittent 
obstruction of the aqueduct of Sylvius. He 
stated that descriptions of only four sim- 
ilar lesions have been found in the litera- 
ture. 

CASE REPORTS 

1. The first case is that of a colored female, 
aged 35 years, who was admitted to the hospital 
on November 30, 1938, with the history of pain in 
the lower abdomen for four months. Treatment out 
of the hospital had been with oral medication and 
douches. The patient developed fever and later a 
mass appeared in the right lower quadrant of the 
abdomen. The essential finding on admission was 
a mass in the right inguinal region that was con- 
fluent with a mass in the right pelvic adnexa. An 
EPA of the chest and a barium enema were re- 
ported as negative. The mass was incised and 
drained and the diagnosis of actinomycosis was 
established by biopsy of the diseased tissue. Treat- 
ment was with x-ray irradiation and potassium 
iodide but improvement was only slight and the 
patient was discharged on March 9, 1939. From 
indirect sources it was learned that the patient ex- 
pired of the disease. The patient’s occupation was 
that of routine housework. 

2. The second case is that of a white male, aged 
17 years, who was admitted to the hospital on 
April 12, 1939. The past history revealed that the 
patient was subjected to an appendectomy in Oc- 
tcker, 1938. Following this an abscess developed 
in the right lumbar region. A barium enema was 
negative but an x-ray of the vertebra showed de- 
structive changes in the third lumbar vertebra. 
Treatment was with x-ray irradiation, iodides, and 
sulfanilamide. The abscess was incised and 
drained. He was discharged on October 1, 1939, 
with no note as to the results. An indirect com- 
munication revealed that the patient expired. He 
had no occupation. 

3. The third case is that of a colored male, aged 
21 years, who was admitted to the hospital on June 
13, 1939. Six months prior he noticed a small mass 
in the abdominal wall. On admission there was a 
mass from the ribs to the pelvis on the right side 
with draining sinuses in the right and left lower 
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quadrants of the abdominal wall. The EPA of the 
chest was negative. The diagnosis was made by 
biopsy of the diseased tissue. Treatment was with 
iodides and sulfanilamide and the patient was dis- 
charged on September 7, 1939, as improved. From 
indirect sources it was learned that the patient 
expired later. He worked on a farm. 


4. The fourth case is that of a colored male, 
aged 35 years, who was admitted to the hospital on 
July 2, 1939, with the history of a lumbar abscess 
that had been present for six months and had teen 
incised and drained before admission. Examina- 
tion on admission revealed the pathology to be lo- 
cated in the lumbar region and the right lower 
quadrant of the abdomen. The diagnosis was made 
by biopsy of the diseased tissue. A barium enema 
and an x-ray of the vertebrae were reported as 
negative. Treatment was with iodides and x-ray 
irradiation. He was discharged August 4, 1939, 
with the note that the lesions were healed. He 
worked at a sawmill. 

5. The fifth case is that of a colored female, 
aged 3 years, who was admitted to the hospital 
on November 9, 1940. The child had a lye stric- 
ture of the esophagus and developed, spontaneous- 
ly, a right lumbar sinus. A barium enema was re- 
ported as negative. The diagnosis was established 
by biopsy of the sinus tract. Treatment was with 
iodides but the child expired on January 31, 1941. 
An autopsy was not performed. 


6. The sixth case is that of a colored male, aged 
76 years, who was seen in the Tumor Clinic in 
March, 1941. A mass at the angle of the right jaw 
had been present for two years. Following the ex- 
traction of a lower incisor, the mass began to 
drain a purulent exudate. At the time of exami- 
nation there was a submandibular mass. The di- 
agnosis was made by biopsy of the lesion. Treat- 
ment was with x-ray irradiation but there was no 
note as to the results. 


7. The seventh case is that of a colored male, 
aged 53 years, who was admitted to the hospital 
on February 18, 1942 with the history of an ap- 
pendectomy five months prior to admission. Two 
months before admission he had an episode of 
pleurisy which was followed by dyspnea and swell- 
ing of the feet. Treatment was with sulfathiazole 
but he expired six days after admission on Feb- 
ruary 24, 1942. An autopsy revealed actinomycotic 
abscesses of the liver and peripancreatic tissues, 
chronic appendicitis, and pericarditis. In addition 
there was a bronchiogenic carcinoma with wide- 
spread metastases. He was an ordinary laborer. 


8. The eighth case is that-of a colored female, 
aged 27 years, who was admitted to the hospital 
for the first time on January 22, 1944. The diag- 
nosis on this admission was pneumonia. During 
the stay in the hospital she developed pericardial 
and pleural effusions which necessitated pericar- 
dial aspiravion and thoracentesis. The clinical 
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course was very septic and she was discharged 
after three months, only to be readmitted later 
with a recurrent pleural effusion. She died soon 
after on June 5, 1944. Treatment was at irregular 
intervals with sulfathiazole and sulfadiazine. At 
autopsy there were lesions of the lungs, spleen, 
and liver. The causative organism was Actino- 
myces asteroides. She lived on a farm. 

9. The ninth case is that of a white male, aged 
28 years, whose last admission was on July 26, 
1945. He had an appendectomy in 1943, following 
which he developed actinomycosis of the abdominal 
wall. This was incised and drained in 1943 and he 
was treated with sulfathiazole for one year. Drain- 
age decreased but the lesions persisted and at a 
later date he was given 1,000,000 units of peni- 
cillin. On this last admission he was given 2,400,- 
000 units of penicillin over a period of five days 
and was discharged July 31, 1945, as healed. In 
November, 1946 it was learned from an indirect 
source that the lesions were still draining but his 
general physical condition was good. 


10. The tenth case is that of a colored male, 
aged 46 years, who was admitted to the hospital 
on December 18, 1945, with the history of a 
swollen knee for one year. The disease process 
began as a small pimple-like lesion that soon 
ulcerated and drained a sanguinopurulent ma- 
terial. Other sinus tracts soon appeared. For four 
weeks before admission the patient was bedridden. 
On admission the entire left knee was swollen, 
spindle-shaped, and had many granulating sinuses 
on the surface. The diagnosis was made by bi- 
opsy of the lesions. Treatment was with sulfa- 
diazine, one gram every four hours, for a total dose 
of 257 grams. This was started on December 26, 
1945, and stopped on February 6, 1946. In con- 
junction with this he received 4,260,000 units of 
penicillin from January 3, 1946, to February 8, 
1946. Other medication consisted of potassium 
iodide for five days and vitamins. From January 
7, 1946, to January 26, 1946, he received a total 
of 900 r. units to each of four ports. He was dis- 
charged on February 9, 1946, with the note that 
the lesions were nearly healed and drainage was 
no longer present. He has been seen in the Tumor 
Clinic five times since discharge and at the last 
visit on November 12, 1946, the skin was healed 
with no discharge present and no limitation of 
motion. The results are excellent. 

11. The eleventh case is that of a colored male, 
aged 20 years, first admitted in March, 1946, and 
treated for pneumonia with penicillin. The fever 
subsided and he was discharged on March 23, 
1946. At this time he had evidence of a mass in 
the posterior mediastinum, the nature of which 
was not determined. He soon returned to the hos- 
pital with recurrence of fever, 99° to 103°, weight 
loss, pain in the back between the shoulders, and 
a history of slight hemoptysis on two occasions. 
On May 27, 1946, with local anaesthesia, an aspira- 
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LEGEND: 


Fig. 1: An EPA of the chest on 3-13-46 show- 
ing a large ovoid mass of the right upper lung 
field with surrounding pneumonitis in the right 
lung and medial subapical portion of the left lung. 
Tne radiologist suggested a mediastinal mass or 
mediastinal fluid. 


*Case 11 


tion biopsy of the posterior superior mediastinum 
was done, the site of entrance being to the right 
of the spinal column in the third intercostal space. 
Sufficient material was obtained for a paraffin 
section. From May 21 through May 28, he received 
a total of 300 r. units to both a posterior and 
anterior port over the mediastinum, with no re- 
sponse. The diagnosis of actinomycosis was re- 
ported on May 31, 1946, and on this same date he 
was started on penicillin and sulfadiazine, which 
was continued until July 24, 1946. He received a 
total of 305 grams of sulfadiazine and 12,525,000 
units of penicillin over this 56 day period. Seven 
days after became 


starting chemotherapy he 


afebrile and remained so until the time of dis- 
charge on July 25, 1946. He returned to the hos- 
pital on September 3, 1946, for a follow-up study. 
There was no evidence of reactivation of the dis- 
ease on physical examination or by radiologic ex- 
had_ been 


amination. 


He had gained weight, 
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LEGEND: 


Fig. 2: An EPA of the chest on 9-3-46 at the 
time of the return visit for a follow-up study 
which was reported by the radiologist as essentially 
negative. 


*Case 11 


afebrile, and was able to work. He has not been 
seen since. 





LEGEND: 
Fig. 3: A photomicrograph of the paraffin sec- 
tion made from the material obtained by aspiration 
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biopsy of the mediastinum. It shows a microscopic 
sulfur granule in the lower field surrounded by 
numerous polymorphonuclear leukocytes. 


*Case 11 


12. The twelfth case is that of a white male, 
aged 75 years, who was admitted to the hospital on 
May 13, 1946. Six weeks before, he had noticed a 
small mass on the posterolateral aspect of the 
thorax in the left infrascapular region. This con- 
tinued to enlarge but was not painful or tender. 
Examination revealed a mass in the left infra- 
scapular region about 15x10x3 centimeters in 
size. It had a bluish red color and was warmer 
than the surrounding tissue. There were no nodes 
in the axilla. An incisional biopsy was taken and 
the pathologic report of actinomycosis due to 
Actinomyces bovis was returned on June 7, 1946. 
Treatment consisted of 165 grams of sulfadiazine 
from May 13 to June 15, 1946, and 4,980,000 
units of penicillin from May 22 to June 15, 1946. 
He was discharged June 19, 1946, with the note 
that the lesions were healed and the response to 
treatment was excellent. He has been seen in the 
Tumor Clinic on two occasions since his discharge, 
last on October 18, 1946, at which time the le- 
sions were completely healed, skin soft and mov- 
able, and only two small scare remained at the 
site of the incisional biopsies. His general condi- 
tion was excellent. 


Since the final revision of this paper, two 
more cases of actinomycosis have been seen 


in this hospital. The first was that of a 
colored male, aged 43 years, who was ad- 
mitted to the hospital on October 4, 1946 
and expired on October 15, 1946. The main 
finding on physical examination was a 
markedly enlarged liver. Autopsy revealed 
actinomycosis of the liver with many gross 
abscesses and miliary lesions of the lung. 
The other case was that of a white 
female, aged 30 years, who was admitted 
to the hospital in a delirious state with high 
fever and a draining sinus to the left of 
the vertebral column about the level of the 
tenth or eleventh dorsal vertebra. A biopsy 
of the sinus was taken and reported as 
actinomycosis. An x-ray of the dorsal ver- 
tebrae showed destruction of the left lateral 
border of the eighth dorsal vertebra and 
erosion of the vertebral end of the eighth 
and ninth ribs. She was placed in a body 
plaster jacket and started on penicillin and 
sulfadiazine. The response has been fair 
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with the fever subsiding gradually but 
treatment is far from being complete at 
this time. 

SUMMARY 

Reference to the recent literature on ac- 
tinomycosis has been made and 12 cases 
have been reported covering a period from 
November, 1938 to July, 1946. Since then 
two more cases of patients with actinomy- 
cosis have entered the hospital and they are 
briefly referred to. 

The various types were as follows: geni- 
tal, one; abdominal, six; cervicofacial, one; 
thoracoabdominal, one; subcutaneous, two; 
and thoracic, one. Of the six abdominal 
cases, two followed appendectomy. One of 
the subcutaneous cases involved the knee 
and the other invloved the back in the in- 
frascapular region. 


Of the two cases unofficially reported, 
the patients having entered the hospital 
after the final revision of this paper, one 
was a case of osseous involvement and the 
other was a thoracoabdominal type. 


Of the 12 cases officially reported, there 
were six deaths, a mortality of 50 per cent. 

The last three cases reported (cases 10, 
11, and 12) certainly reveal the efficacy of 
the sulfonamides and penicillin in the treat- 
ment of the disease and illustrate the neces- 
sity of establishing the proper diagnosis in 
any suspected mycotic infection. 
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{ULTIPLE OPERATIVE PROCEDURES 
IN A CASE OF VON RECKLING- 
HAUSEN’S DISEASE 
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Yon Recklinghausen’s disease is always 
of interest to the clinician because of its 
occurrence, familial characteristics, 
progressive course, and protean manifesta- 
tions. Typically, it is characterized by 
multiple cutaneous tumors, pigmentary 
anomalies, and tumors of the peripheral, 
central and sympathetic nervous systems. 
Manifestations may vary from a few skin 
nodules and café-au-lait spots to evidence 
of widespread involvement of the sheaths 
ef the nervous system. The skin may ex- 
hibit predominant, minimal or no mani- 
festations of the disease.' Familial inci- 
dence may be striking? * or of little degree. 
Pathologie findings may vary considerably 
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from case to case and even within a single 
tumor.* 

Involvement of the central nervous sys- 
tem® and of the peripheral nerves® is fre- 
quently of surgical importance. Jones and 
Hart’ classified patients in whom surgical 
complications develop during the course of 
von Recklinghausen’s disease into three 
main groups. The largest group is com- 
posed of persons in whom neurofibromas 
appear in such a location that pressure 
from the tumor affects the function of one 
or more vital structures. The second group 
consists of those patients in whom a malig- 
nancy develops in the course of the disease. 
The third group comprises those patients 
having a hemorrhage into a large pachy- 
dermatocele. The following case, which 
falls into group one, is presented because 
it illustrates one course which the disease 
may take and also because multiple opera- 
tive procedures were necessary to maintain 
the patient’s health. 

CASE REPORT 

A. L. T., a 55 year old, obese, Italian woman, 
was admitted to Charity Hospital on July 31, 1946, 
with a chief complaint of acute, agonizing, low 
back pain of two weeks’ duration. This was her 
fourteenth hospital admission, her tenth for com- 


plaints referable to the course of von Reckling- 
hausen’s disease. 


The patient was first seen September 11, 1930, 
and followed in the out patient department until 
December 31, 1931. Her history dated from approx- 
imately two years before admission when, after 
several days of dizziness and weakness, she awoke 
one morning to find that she could not move the 
left side of her face or use her left leg properly. 
Permanent residuals from the attack were loss of 
facial movements on the left and some slight weak- 
ness and impairment of control on the left lower 
extremity. The cause of these symptoms has never 
been explained. 

Examinations during 1930 and 1931 showed 
slight blurring of the optic disks, left facial par- 
alysis of the peripheral type, left nerve deafness, 
enlargement of the left internal auditory canal 
and destruction of the apex of the petrous por- 
tion of the left temporal bone as seen in the roent- 
genograms. A presumptive diagnosis of a tumor of 
the left cerebellopontine angle was made but the 
patient refused to have an operation. 


In July, 1933, the patient still presented signs 
and symptoms of a cerebellopontine angle tumor. 
The reason for the return visit was a freely mov- 
able, painless mass on the upper posterior aspect 
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of the left thigh. To her knowledge it had been 
present for a year, growing from the size of a 
hen’s egg to that of her fist. During that year 
she had noticed, on squatting, stooping, or sitting, 
numbness in her leg which became progressively 
more frequent and severe. Removal of the tumor 
in the thigh relieved the symptoms. No surgical 
or pathologic report is available. 

From October to November, 1937, the patient 
was treated on the gynecologic service because of 
vaginal bleeding. Examination disclosed a hyper- 
trophied and lacerated cervix, relaxed perineum, 
and second degree uterine retroversion. The pre- 
viously noted cranial nerve palsies were un- 
changed. A roentgenogram at this time showed 
the defects in the petrous portion of the temporal 
bone noted in 1933. On one of these visits a small 
mass was complained of on the medial aspect of 
the right arm about two inches below the axilla. 
It was firm, oval, and attached to the underlying 
structures. Pressure on it produced tingling in 
the third, fourth and fifth fingers. In a similar 
position on the left arm another but asymptomatic 
subcutaneous mass was found. The patient refused 
to be treated for these lesions. 

The patient was again admitted to the surgical 
service in January, 1939, complaining of headache, 
“scratchy” sensations in both ears, nausea and 
vomiting. On examination, facial paralysis and 
nerve deafness were present on the left side, as 
previously noted. The visual fields were normal. 
The eyegrounds showed definite blurring of the 
nasal margins of both disks, with a beginning 
choked disk on the left. The tumors previously 
noted on the arms were unchanged. The epigas- 
trium was tender and one observer felt an ill 
defined mass there. Laboratory procedures includ- 
ing barium studies of the intestinal tract, Wasser- 
mann test, gastric analysis, and stool examination 
revealed findings within normal limits. A caloric 
test showed no reaction of the left vestibular ap- 
aratus. Roentgenograms of the skull on February 
14, 1939, showed erosion of one side of the dorsum 
sellae, of the basilar process of the occipital bone 
and also of the petrous portion of the left tem- 
poral bone. The headache, nausea and vomiting 
gradually subsided and the patient was discharged 
to return at a later date for surgical exploration 
of the cerebellopontine angle. 

The patient was readmitted on May 9, for crani- 
otomy. Her condition had not changed appreciably. 
Preoperatively, a diagnosis of neurofibroma in- 
volving the seventh and eighth cranial nerves on 
the left side was made. The operation was per- 
formed under local anesthesia on May 13, 1939, 
by one of us (D. H. E.). 

The cerebellar hemisphere, which appeared nor- 
mal, was retracted without difficulty to expose 
extensive adhesions involving the seventh, eighth, 
ninth, tenth, and eleventh cranial nerves. There 
was no tumor in the angle. Nothing further was 
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done. The postoperative course was uneventful 
and the patient was discharged on the ninth post- 
operative day. 

The patient was readmitted February 14, 1940, 
Since discharge in May, 1939, she had not ex- 
perienced headache or vomiting. She was not con- 
scious of the pulsating defect in the left suboc- 
cipital region. About two weeks before admission 
she began having an aching pain on the right 
side in the supraclavicular region, the shoulder, 
the inner side of the forearm, and the little finger. 
Pressure applied to the mass on the medial aspect 
of the right arm produced numbness in the third, 
fourth, and fifth fingers. 

On February 27, 1940, under loca] anesthesia 
Dr. Mims Gage explored the mass on the right 
arm. A fusiform tumor, which measured 3 cm. x 
2 cm., was found on the ulnar nerve. The tumor 
was cystic. It was completely removed without 
interrupting the continuity of the nerve. The path- 
ologic diagnosis was neurofibroma. 

In February, 1942, the patient came in because 
of pain behind the left knee traveling up the 
posterior aspect of the thigh to the buttock. The 
pain was made worse by bending forward. There 
was a decrease in the left Achilles and patellar 
reflexes. There was numbness and tingling over 
the ulnar distribution on the right hand with 
atrophy of the hypothenar eminence. The mass 
on the left arm was unchanged. Facial paralysis 
and nerve deafness on the left side were still 
present. The patient was allowed to go home since 
her difficulties appeared minimal. 

The patient was readmitted a month later on 
May 16, 1942, because the pain in her back and 
leg had become worse. She had been confined to 
bed for three days before admission with cramp- 
ing pain in the calf muscles of the left leg, severe 
backache, intermittent shooting pains originating 
in the back and left buttock and radiating down 
the left leg, and severe, lancinating pain in the 
lower part of the back on extension of the left leg. 

On examination, the left lower extremity was 
weaker than the right; there was exquisite tender- 
ness in the sacro-iliac region and over the sacrum; 
pain on extension of the left leg was referred to 
the left buttock and lower part of the back; and 
loss of position sense in the toes and absent 
Achilles tendon reflexes were found bilaterally. A 
diagnosis of neurofibroma of the cauda equina was 
made. 

On April 29, 1942 under local anesthesia one of 
us (D.H.E.) removed the spinous processes and 
laminas of the lower three lumbar vertebrae. The 
dura was opened to expose an arachnoidal cyst, 
which completely filled the dural sac. The wall 
of the cyst, which was thin and transparent, col- 
lapsed when it was opened. At the cephalad pole 
of the cyst was a neurofibroma 1 cm. in diameter 
attached to a nerve root. Apparently, the cyst 
was causing the sciatic pain by pushing the tumor 
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in a cephalad direction. This tumor and five or 
six smaller ones attached to various roots were 
removed and the dura was closed. These were 
diagnosed pathologically as neurofibromas. The 
pain was completely relieved and the patient was 
discharged on the sixteenth postoperative day. 

In November, 1942, the patient was readmitted 
to the hospital with the same symptoms as on her 
previous admission but in the other leg. These 
had appeared one month after discharge. Myel- 
ography with lipiodol showed a filling defect at the 
level of the fourth and fifth lumbar vertebrae. A 
diagnosis of neurofibromas of the cauda equina was 
made. Operation was deferred at the patient’s re- 
quest. 

In January, 1943, the patient returned to the 
hospital. Since discharge she had had continuous 
cramp-like pain in the lower lumbar region and 
right thigh. The pain became worse on coughing, 
sneezing or sitting down and radiated from the 
lower lumbar region on the right side down the 
posterior aspect of the right thigh. 

Operation was performed by Dr. J. A. Colclough 
on January 21, 1943. Under spinal anesthesia the 
previous laminectomy incision was opened. The 
cauda equina was found to be compressed and ad- 
herent to two neurofibromas. Because of the ad- 
hesions it was not possible to remove these tumors 
but the first sacral root was identified extradur- 
ally and severed. No attempt was made to close 
the dura. The patient was relieved of the sciatic 
pain and went home on the tenth postoperative day. 

Nothing was heard from the patient until the 
last admission, July 31, 1946. The patient could 
not give any competent evidence concerning the 
presence of signs of von Recklinghausen’s disease 
in her parents, brothers and sisters, or others be- 
yond the present generation. She has three daugh- 
ters and one son. The son has café-au-lait spots 
on his shoulders and forehead. One daughter had 
a left radial nerve tumor removed from her fore- 
arm in 1933. The pathologic diagnosis was “fibro- 
blastoma of sheath showing some myxomatous de- 
generative changes.” The other two daughters 
show no sign of the disease. 

Since her last operation on January 21, 1943, 
the patient had remained at home doing some of 
her housework. During the last two years attacks 
of back pain had steadily become more severe. For 
two weeks before admission the patient had been 
forced to remain in bed because of extreme pain 
in the lower part of the back which radiated down 
the posterior surface of the thighs and legs to the 
ankles. After the pain in the leg had become se- 
vere, the back at the upper end of the laminectomy 
scar became exquisitely tender. Since her last 
operation the bowels could be evacuated only by 
the use of cathartics or enemas. Self-catheteriza- 
tion was used for two weeks. She had taken pan- 
topon by hypodermic several times a day for 
twenty-four months. 
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Examination on this final admission disclosed a 
rather obese, stocky woman lying quietly in bed. 
Pigmented moles and freckles were widely dis- 
tributed over her body. The cranial nerves were 
normal except for the incomplete facial paralysis 
and nerve deafness on the left side. The left sub- 
occipital decompression (1939) showed pulsations 
and did not bulge. The scars of the previous oper- 
ation on the left thigh (1933) and right ulnar 
nerve (1940) were well healed and the tumors had 
not recurred. A soft, lobulated mass was present 
on the medial side of the left arm about 5 cm. 
below the axilla. It was firmly attached to the 
underlying structures and was not sensitive. A 
long midline lumbar scar was present, the site of 
previous operations (1942, 1943). The slightest 
pressure over the upper end of the lumbar scar 
was exquisitely painful and caused the pain to 
radiate down the back of the left leg. Achilles 
and patellar reflexes were absent bilaterally. 
Straight leg raising produced such severe pain in 
the back that the patient became uncooperative. 
The patient was only partially relieved by 1 grain 
doses of morphine at short intervals. 

It was obvious that something had to be done 
surgically to control the pain but it seemed desir- 
able to postpone bilateral chordotomy. Operation 
was performed by one of us (D.H.E.) on August 
8, 1946. Under endotracheal ether anesthesia the 
dural sac was exposed from the eleventh dorsal 
vertebra to the sacrum. Three large tumors were 
found, two of which compressed the lower end of 
the spinal cord. A nerve entered and left each 
of these tumors. The three large tumors were 
excised. Multiple small tumors were found at- 
tached to various nerves. These were 
as well. 

The pathologic report was neurofibroma with 
focal degeneration, hemosiderin deposits, venous 
thrombosis, and pleomorphic cells suggesting rapid 
growth. 

Postoperatively, severe cystitis developed and 
the patient’s course was stormy. The wound 
healed primarily and by the thirteenth opstopera- 
tive day when the patient was discharged, urina- 
tion was voluntary and controlled. The motor and 
sensory losses were surprisingly small and pain 
was considerably decreased. In view of her known 
addiction to pantopon she was given permission to 
continue use. 

The patient was examined at her home on 
January 10, 1947, and found to be in reasonably 
good health and spirits. She was able to get 
around the house and do light work. Her chief 
complaint was constipation; bladder control was 
said to be normal. Pantopon by mouth in dimin- 
ishing doses had been substituted for hypodermic 
administration. 


removed 


DISCUSSION 
In 1932 this patient first noticed a tu- 
mor on her left thigh. She was then 41 
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years old, well beyond the usual time of on- 
set of von Recklinghausen’s disease. Since 
then she has undergone removal of intra- 
spinal and peripheral neurofibromas on 
four occasions. Though late in appearing 
the disease has been progressive. 

According to Hosoi* malignant trans- 
formation takes place in about 13 per cent 
of all cases of von Recklinghausen’s disease. 
For a complete study of this problem his 
paper should be consulted. He describes 
two cases in which malignant changes took 
place about one year after operative inter- 
vention and reviews this phase of the litera- 
ture. It is suggested that tumors of the 
deep peripheral nerves should be treated by 
wide excision but he points out that if sar- 
comatous change and recurrence take place, 
repeated operativa intervention is of no 
avail. It is also interesting that after re- 
moval of one tumor, another tumor on the 
body may undergo sarcomatous degenera- 
tion. Metastasis in these cases is usually 
late. A case in point was reported by 
Jelsma” in discussing the diagnosis of hour- 
glass tumors of the cervical spine. This 
tumor was a neurofibroma which under- 
went operative intervention on four occa- 
sions and on the fifth malignant change 
had occurred. In the case reported by us 
there has been no recurrence at the site of 
removal of the tumor of the right ulnar 
nerve or of the left thigh (probably sciatic) 
and the only other known peripheral tumor 
has remained unchanged. 


Our patient had operations for cauda 
equina neurofibromas in 1942, 1943 and 
1946. On the first occasion a cyst and sev- 
eral small neurofibromas were removed. 
At the second operation a decompressive 
procedure was done. On the last occasion 
three large and multiple small neurofi- 
bromas were removed. Many pleomorphic 
cells which were not present previously 
were seen in sections of the most recent tu- 
mor. This suggested to the pathologist an 
indication of rapid growth. Malignant 
transformation in some of the remaining 
tumors may eventually take place. 


Because of the frequency of malignant 
transformation in von Recklinghausen’s 
disease and its tendency to follow surgical 
intervention, operations should not be need- 
lessly performed. Indications for operation 
have been pointed out. In our case opera- 
tion was undertaken on five occasions when 
pain was severe or when life was threat- 
ened. Exploration of the left eighth cranial 
nerve failed to disclose an acoustic neuro- 
fibroma and the roentgenographic changes 
in bone are unexplained but there had oc- 
curred some pathologic process which simu- 
lated a tumor of the eighth nerve. The 
recognized frequency of acoustic nerve tu- 
mors in multiple neurofibromatosis plus the 
left nerve deafness led to the exploration. 
As yet no malignant change has appeared 
in this case and the patient has benefitted 
from each surgical approach to her 
troubles. 

SUMMARY 

A case of a 55 year old Italian woman 
who has been operated on six times as a 
consequence of multiple neurofibromatosis 
is presented. The tumor tissue from the 
last operation showed some indication of 
rapid growth. 
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Traumatic pancreatic rupture, a rare en- 
tity, was first described by Travers' (1827) 
in association with injury to other intra- 
abdominal viscera and by Kulenkampff? 
(1882) as an occurrence with the pancreas 
alone damaged. The latter is more unusual; 
solitary involvement represented 26.6 per 
cent of traumatic ruptures in Von Garre’s® 
study, Mocquot and Costantini‘ found only 
30 such instances in their review of the 
literature. A decade of admissions (1935- 
1945) at Southern Baptist Hospital and 
Touro Infirmary, 314,005 admissions, re- 
vealed only the incidence of pancreatic rup- 
ture that sponsored this case report. 


Etiologically the three possibilities are 
external trauma, penetrating wounds and 
operative procedures. Any external trauma 
compressing the abdomen may be causative, 
a wide variety of accidents have been re- 
ported; Keynes® recently added a war-time 
source, the compressive force of an under- 
water blast. Stern®, Schmeidin and Seben- 
ing? have thoroughly considered injuries 
arising from surgery. Penetrating wounds 
frequently show concomitant injury to 
other intra-abdominal viscera. Neither the 
operative nor the penetrating variety, in 
the obviousness of their origin, have the di- 
agnostic interest of the external type so 
often concealed by the absence of external 
evidence of abdominal injury. 


The manifestations of traumatic pancrea- 
tic rupture when not accompanied by con- 
comitant visceral injury, vary from the 
typical acute abdomien, shock, cyanosis and 
skin changes of a pancreatic catastrophe to 
a mild gradually developing, often inter- 
mittent, peritoneal reaction. In severe in- 
jury the acute clinical picture developing 
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subsequent to trauma, in the absence of 
other demonstrable associated visceral in- 
jury, may stimulate the diagnosis. A grad- 
ually appearing diffuse but mild peritoneal 
reaction, at times intermittent and es- 
pecially accentuated postprandially, which 
localizes after an interval of days to weeks 
in a palpable epigastric mass, is typical of 
milder pancreatic ruptures which eventuate 
in pancreatic cysts. Gravitation may cause 
appendiceal localization to confuse the pic- 
ture. The peritoneal reaction does not us- 
ually excite the febrile or leukocytic re- 
sponse of an inflammatory peritonitis nor 
is the ileus as severe. 

Cognizance of the possibility, with elimi- 
nation of other visceral or spinal injury as 
etiologic, will incite conclusions from such 
confirmatory laboratory findings as glyco- 
suria, hyperglycemia and markedly elevated 
serum amylase that pancreatic injury has 
occurred. Peritoneal aspiration of fluid 
for tryptic reaction has been advocated. 

Operative intervention is obviously es- 
sential in the majority of instances as an 
emergency measure, in some it is a diagnos- 
tic necessity, in an elective management it 
is resported to for correction of complica- 
tions. Excellent surgical references cover 
the issue.* !*. 16 

Roentgen therapy! '*. 1" has a limited 
and controversial application alone or in 
conjunction with surgery; because of the 
severity of the issue and the occasional defi- 
nite efficacy of this therapy, it should be 
considered in all instances. 

Individualized instances are managed 
conservatively. Medically, aside from 
analgesics, treatment of shock and main- 
tenance of fluid balance there is much that 
can be done either as an adjunct to surgery 
or where operation is not elected. Since 
any oral intake stimulates pancreatic secre- 
tion, all oral nourishment should be with- 
held and parenteral fluids, proteins, plasma 
and blood should maintain the patient as 
long as the serum amalyze level remains 
elevated or fluctuates. Continuous duod- 
enal suction besides combating ileus will 
reduce the stimulation of content. When 
feedings are resumed it will probably be 
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best to resort to duodenal intubation gavage 
as suggested by Comfort and Priestley.'’ 
When oral feedings are started, the investi- 
gations of Wohlgemuth'"*: ™ ?° and Pavlov?! 
are still substantiated that a low carbohy- 
drate diet rich in alkaline foods, large doses 
of sodium bicarbonate and belladonna will 
be best in controlling pancreatic secretion 
since the hormonal secretory stimulation 
arises from acid chyme flowing into the 
duodenum. A “mixed diet” relatively low 
in fat was theorized best by McCaughan and 
Purcell.'® 

Ephedrine and epinephrine, pilocarpine, 
physistigmine, mecholyl, and atropine have 
all been mentioned as adjunctive therapy 
to surpass pancreatic secretion.'® They, 
like nitroglycerine, probably act through 
depression of the vagus innervation of the 
pancreas. 

A study of the situation indicates the 
prognosis generally to be poor. This, of 
course, varies in direct relation to the se- 
verity of the pancreatic injury. Mild cases 
may subside spontaneously or with reason- 
able conservatism, resultant pancreatic 
cysts have even resolved under conservative 
management. The more severe cases re- 
quire operation, carry a high operative mo- 
bidity and mortality and are frequently 
multiply complicated by any of the fol- 
lowing: pancreatic abscess, fistula, cysts, 
diabetes mellitus and chronic pancreatitis. 
The following case report is therefore of 
interest because of the fortunately favor- 
able response to combined medical, roent- 
gen and surgical management. 

CASE REPORT 

R. Y. T., a 15 year old white male, was admitted 
to Southern Baptist Hospital September 23, 1945. 
Five days prior to hospitalization he fell, forcefully 
striking his abdomen against the foot of a fellow 
player. He was unconscious and in shock for about 
60 minutes; on recovery, he complained of severe 
generalized abdominal pain, became nauseated and 


vomited. He was maintained by parenteral fluids 
at home but showed no improvement. 

Physically the patient was acutely ill, afebrile 
and free from shock. Localized pain, tenderness 
and muscular rigidity were present over the upper 
right rectus muscle. There were no abnormal 
palpable masses. The only positive laboratory find- 
ing was a leukocytosis with 90 per cent neutro- 
philes. The stools were normal. There was no 
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glycosuria. Blood dextrose was 81 milligrams per 
cent. Roentgen study revealed no abnormality. 

The patient’s seven day hospital stay was un- 
eventful except for a low grade intermittent fever, 
No specific therapy was given. A diagnosis of 
traumatic myositis was presumed. 

With resumption of a normal diet, upon dis- 
charge from the hospital, the patient had recur- 
rent, progressively severe, diffuse abdominal pain 
and tenderness. Weight loss of 15 pounds and 
profound asthenia indicated readmission on Oc- 
tober 16, 1945. 

Readmission examination revealed pyrexia 
(100.4°), generalized abdominal pain and tender- 
ness with rigidity over the left upper quadrant. 
No masses were palpable. Leukocytosis of 20,000 
with neutrophilia and eosinophilia, albuminuria 
and mild glycosuria were the significant labora- 
tory findings. Hookworm ova were found in a 
routine stool examination and were considered 
coincidental; the stool was otherwise normal. Chest 
roentgenologic findings were normal. A flat plate 
of the abdomen revealed “distended small bowel 
suggesting partial intestinal obstruction.” Intra- 
venous pyelography was normal. A_ subsequent 
gastrointestinal series with small bowel study was 
reported negative. 

The hookworm infestation was eradicated by 
hexylresorcinol. There was no febrile response to 
penicillin. ; 

Operation was elected by Dr. T. B. Sellers with 
a preoperatitve diagnosis of traumatic injury to 
an unknown abdominal viscus. Extensive peri- 
duodenal and lesser sac adhesions were encount- 
ered with a fluctuant cystic mass occupying the 
mid portion of the body of the pancreas. Thirty 
c. c. of serosanginous fluid was aspirated and a 
drain inserted with peritoneal suturing to isolate 
the catheter. The peritoneal reaction was that of 
a chemical peritonitis; 380 c. c. of free peritoneal 
fluid was aspirated. The other abdominal viscera 
showed no abnormality. Analysis of the aspirated 
peritoneal fluid revealed more than 200 amylase 
units per cubic centimeter. 

Postoperative management included repeated 
blood transfusions, plasma and adequate fluids 
parenterally. All feedings were parenteral. Atro- 
pine and aluminum hydroxide were given. Sub- 
sequently, when the serum amylase stabilized, he 
was given raw pancreas orally as a supplement to 
vitamins and a low fat diet. Deep roentgen ther- 
apy was instituted on the tenth postoperative day. 

Convalescence was slow but uneventful, drain- 
age subsided after 26 days and the patient was 
discharged on the thirty-third postoperative day 
and continued asymptomatic until December 9, 
1945 when he developed nausea, emesis and right 
lower abdominal pain. This condition persisted 
with localization of a mass in the appendiceal area 
indicating rehospitalization on December 21. Ex- 
ploration by Dr. J. T. Sanders revealed a cystic 
mass in the appendiceal area containing 420 cubic 
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centimeters of straw colored fluid. Marsupializa- 
tion was again applied. The medical management 
was that of the previous postoperative period and 
again a series of deep roentgen treatments were 
given. Drainage was completed in six days and 
the patient was discharged on the tenth postoper- 
ative day (December 30, 1945). 

The patient remained asymptomatic. Reexam- 
ination on May 2, 1946, at which time he reported 
a weight gain of 21 pounds, revealed a palpable 
epigastric mass presumably a pancreatic cyst. On 
examination July 1, 1946 this mass had completely 
subsided. He continues asymptomatic with normal 
blood amylase, no glycosuria or hyperglycemia 
and all stool studies show a normal fat content. 

CONCLUSION 

The rarity of traumatic pancreatic rup- 
ture of the external variety without asso- 
ciated injury to any other viscus justifies 
this case report. Pancreatic cysts are the 
most frequent cause of fistulas. It is there- 
fore fortunate that marsupialization in two 
instances did not result in this complication. 
We may assume that careful medical man- 
agement and adjunctive roentgen therapy 
by suppressing pancreatic secretion may 
have influenced the favorable result. 

A hint toward conservatism is gathered 
in the confirmation that pancreatic cysts 
may subside spontaneously. 
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AN EVALUATION OF THE PSYCHO- 
GENIC FACTOR IN PEPTIC ULCER* 


STANLEY J. ORLOFF, M. D. 
NEW ORLEANS 


In a scientific approach to any disease 
process, a factor of fundamental importance 
is exact knowledge concerning its mode 
of causation. Yet notwithstanding the un- 
precedented progress of science in general, 
and medicine in particular during the last 
half century, one still witnesses the para- 
dox of incomplete knowledge of the patho- 
genesis of numerous common disease en- 
tities. The inclusion of chronic gastroduo- 
denal ulcer in this category is unfortunate 
but necessary. We might well say that the 
etiology of this condition has become a pe- 
rennial problem and one has but to consult 
the voluminous literature on this subject to 
recognize how true this is. Aside from aca- 
demic considerations, a continued interest 
in problems concerned with the etiology 
and pathogenesis of chronic gastroduodenal 
or “peptic ulcer” is justified by one fact 
alone, the great prevalence of this condi- 
tion affecting as it does the health and ef- 
ficiency of so many of the adult members 
of every community. Moreover, statistics 
accumulated from all over the world reveal 
an alarming increase, both relative and ab- 
solute, in the incidence of peptic ulcer in 


*Awarded the Sidney K. Simon Memorial Prize 
to a member of the Senior class of Tulane Medical 
School, for the best thesis on a subject related 
to diseases of the digestive tract. 
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both civilians and military personnel. The 
British have reported an incidence of 35 to 
55 per cent of ulcer in their gastrointestinal 
cases.' In a consecutive series of 15,000 pa- 
tients with chronic dyspepsia examined in 
the Mayo Clinic, 15.5 per cent had deform- 
ities which were interpreted as being the 
result of ‘peptic ulcer.” 

We might well ask ourselves why, in 
spite of extensive investigations over a long 
period of time, the problem of the etiology, 
pathogenesis and treatment of peptic ulcer 
still remains a very real one. In this connec- 
tion, it is well to remember that, in the 
first place, peptic ulcer is a disease peculiar 
to man. Secondly, the production in labora- 
tory animals of the chronic lesion is only 
possible after extensive operations on the 
viscera, producing such profound altera- 
tions in function that it is difficult to con- 
ceive of analogous changes on the intact 
human stomach or duodenum. Thirdly, if 
we are to accept the view that psychogenic 
or neurogenic factors play prominent roles 
in the etiology of this condition, experi- 
mental verification proves extremely dif- 
ficult. However, it is to be acknowledged 
that experimental research has provided a 
great deal of information concerning the 
pathogenesis of the chronic lesion which 
can be correlated with many of the patho- 
logic facts and clinical observations. 

In examining the literature, one is im- 
pressed with the variety of conflicting 
views represented by numerous theories re- 
garding the nature of peptic ulcer. 

A recent survey by Cook and Fuller* re- 
vealed some eighteen theories still rather 
widely supported. These included chemical, 
infectious, constitutional type, mechanical, 
gastritis, deficiency, endocrine, vascular, 
mucosal irritant, traumatic, neurogenic, de- 
ranged motility, embrological anomalies, 
metabolic disturbances, allergy, dietary 
factors. 

Fortunately, most of the important con- 
tributions of the past few years are in 
agreement on one point, that peptic ulcer 
cannot be explained by the action of any 
single agent but is the result of the actions 
and interactions of several agents. Just 


where the psychogenic factor fits into the 
picture is the subject of this paper. 

Cushing,‘ in an excellent paper, observed 
that all clinicians are familiar with certain 
facts. 

1. That highly strung persons are par- 
ticularly susceptible to nervous indigestion 
and associated ulcer. 

2. That ulcers become symptomatically 
quiescent or even tend to heal when patients 
are put mentally and physically at rest. 

3. The symptoms are prone to recur as 
soon as the victim of the disorder resumes 
his former tasks and responsibilities. He 
concluded his paper with the suggestion 
that highly strung vagotonic persons sub- 
jected to emotional stress with concomitant 
factors such as irregular meals and the ex- 
cessive use of tobacco, are prone to have 
chronic digestive disturbances often result- 
ing in ulcer. Cushing was stimulated to 
make this review after his observation of 
three cases of early fatality from peptic 
ulcer following operations for cerebellar 
tumor. What is perhaps most noteworthy 
in the article is its pointing out the in- 
adequacy of the term “neurogenic” as an 
ultimate etiological factor since neural 
mechanisms in this case serve as a path- 
way for the emotions, especially repressed 
emotions and consequently “psychogenic” 
would be the better term. It was Cushing's 
suggestion that the influences arising in 
the parasympathetic center in the hypo- 
thalamus and conveyed along the vagus 
nerve, are responsible for changes in the 
gastric mucosa which lead to the develop- 
ment of ulcer. 

The experimental investigations of Beat- 
tie,’ and of Keller and his associates" sup- 
port this conception. By stimulation of the 
hypothalamus in the region of the tuber 
cinereum Beattie produced areas of hyper- 
emia and small erosions in the lesser 
curvature of the gastric mucosa. After sec- 
tion of the vagi these effects could not be 
obtained. Keller has reported ulcerations 
of the stomach and proximal duod@num 
with hemorrhage, following lesions of the 
hypothalamus. The injection of pilocarpine 
(a parasympathetic stimulant) into the 














third ventricle or continued stimulation of 
the vagus nerve will produce hyperemia 
and erosions of the gastric mucosa.‘ 

we accept the fact of a relationship 
between the hypothalamus and the peptic 
ulcer what evidence have we concerning the 
relationship of emotional states and the hy- 
pothalamus? Although recent experimental 
and clinical investigations have revealed the 
hypothalamus as a structure of great phy- 
siologie importance, our knowledge of the 
functions of this part of the cerebrum re- 
mains incomplete. However, it is generally 
conceded that the mechanisms controlling 
certain primitive reactions (visceral and 
somatic) are contained in the hypothala- 
mus. These reactions are associated in ani- 
mais with defense or attack and in man 
with emotional states such as fear and 
anger. Goltz® was the first to demonstrate 
that the reactions which usually accompany 
lispleasure and anger are more readily 
invoked in the decorticated animal than in 
the normal one. In a classical experiment, 
the hemispheres and a large part of the 
thalamus were removed from the dog. This 
operation greatly altered the disposition of 
the animal. The least provocation resulted 
in barking, growling, baring the teeth or 
snapping. Cannon and Britton” produced 
similar states in cats by means of decorti- 
cation. These observers applied the term 
“sham rage” to the lashing of the tail, erec- 
tion of the hairs, protrusion of the claws, 
dilatation of the pupils, sweating, struggling 
and biting, and greatly increased respira- 
tory rate and blood pressure following re- 
covery of the animals from the anesthetic. 
If we examine the results of decortication 
experiments as a whole, we are led to the 
conclusion that normally, the activities of 
the hypothalamus are under inhibitory in- 
fluences from the cerebral cortex and 
“sham rage’ would then represent the re- 
lease of these primitive subcortical centers 
trom higher control. It is well known that 
among the effects of disorders in the hypo- 
thalamic region in human beings are emo- 
tional manifestations, such as laughing, 
crying, or states analogous to “sham rage”’ 









in animals. In addition, are a variety of 
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phenomena attributable to sympathetic or 
parasympathetic stimulation. 

We now have some approach to the prob- 
iem of peptic ulcer from the psychogenic 
standpoint in that we can visualize a mec- 
hanism mediated by tangible anatomic 
structures having its stimulation in the 
psyche. Whether the local problem in the 
stomach is due to hypersecretory, hyper- 
motile, vasospastic, or any other of the sug- 
gested local mechanisms is not within the 
scope of this paper. It should be mentioned, 
however, that a large amount of noteworthy 
work has been contributed regarding the 
changes in the gastric mucosa mediated 
through the nervous system., 

Von Bergmann’s work is discussed in an 
excellent article by Eusterman.'® He (V. 
Bergman) has expressed the belief that dis- 
harmony between the vagus and splanchnic 
systems (parasympathetic and sympathet- 
ic) produced localized or generalized spasm 
in the muscles of the stomach, duodenum, 
or terminal blood vessels. As a result of 
such dysfunction, areas of submucosal is- 
chemia or decreased resistance developed, 
and resulted eventually in the formation of 
mucosal erosions through action of the gas- 
tric juices. Recently, Von Bergmann has re- 
ported gastroscopic observations of the de- 
velopment of such lesions from the initial 
stages to the advanced ulcus collosum. 

Kuntz," in his textbook on the autonomic 
nervous system, mentions that the associa- 
tion*of parasympathetic hypertonus with 
gastric and duodenal ulcers has long been 
recognized. He cites important clinical, 
pathologic, and experimental observations 
supporting his contention. 

More recent knowledge concerning the 
chemical mediation of autonomic nerve im- 
pulses has brought forth etiologic concepts 
based on the activity of the parasympa- 
thomimetic factor, acetylcholine. Of inter- 
est in this field are the observations of 
Necheles.'* 

It is now a rather well-established fact 
recognized by even the most organically 
minded clinicians that the alimentary tract 
is used with definite predilection by the 
psychic apparatus in the relief of various 
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tensions with strong emotional content. 
However, it is unfortunate that in medi- 
cine there still remains the attitude that 
when one has carefully eliminated organic 
origins, especially in the so-called “nervous” 
patient, one is justified in the assumption 
“of psychic factors. There then commonly 
follows an indulgence in rather vague, well- 
used terms such as “nervous exhaustion” 
or “unstable personality” or in equally in- 
definite technical terms such as “neuras- 
thenia”, ‘“psychasthenia”’, ‘“‘psychopathy” 
and a host of like expressions. Further, 
many physicians after satisfying themselves 
that the patient is overburdened in some 
fashion by the émotional strain of worries, 
fears, and anxiety feel qualified to offer 
therapeutic advice. Moreover, if one con- 
sults the literature, he will find that in gen- 
eral even those authors who attribute the 
greatest importance to psychic factors show 
little inclination to delve into the exast 
nature of the patient’s psychologic situa- 
tion. I feel, therefore, that a presentation 
of the observations of workers concerned 
with the more precise mechanisms involved 
in the etiology and pathogenesis is within 
the scope of this paper since it is here that 
one approaches the basis of the problem 
and can subsequently devélop an intelligent 
and comprehensive attitude toward it. 

In an excellent article on the emotional 
component of the ulcer susceptible constitu- 
tion, Draper’ describes evidence of guto- 
nomic irritability in a large number of his 
patients. These include easily sweating 
palms, tendency to wide palpebral fissures, 
slight sinus arrhythmias, and prompt slow- 
ing of the heart rate by pressure over the 
carotid sinus and deep breath holding. He 
notes that on admission to the ward most 
ulcer patients display an average or elevat- 
ed pulse rate but after a day or so this fre- 
quently falls to a slower than average basic 
count. A large majority of his cases had 
good to superior intellects and possessed 
swift and intense emotional responsiveness. 
These patients were often conscientious to 
the extreme, high principled and striving. 
In an analysis of eighty subjects, Draper 
found a distinct tendency to regression 


(that is, an unconscious effort to regress 
toward infancy.) This finding has been de- 
scribed by many other investigators and 
will be discussed in greater detail later. 

A recent and unique series of experi- 
mental studies made by Wolf and Wolff! 
on a man of 56 who suffered an occlusion 
of the esophagus at the age of nine and who 
has fed himself ever since through a sur- 
gically produced gastric fistula has led ad- 
ditional support to the concept of psycho- 
genic factors in peptic ulcer. 

Their conclusions are stated as follows: 

1. Emotions such as fear and sadness, 
which are involved in a feeling of withdraw- 
al, were accompanied by pallor of the gas- 
tric mucosa and by inhibition of secretions 
and contractions. 

2. Emotional conflicts involving hostility, 
anxiety and resentment were accompanied 
by accelerated acid secretions, hypermo- 
tility, hyperemia and engorgement of the 
gastric mucosa resembling “hypertrophic 
gastritis.” This series of events was the 
one most commonly observed in their sub- 
ject. It was associated with gastrointestinal 
complaints of the nature of heartburn and 
abdominal pain. 

3. Intense sustained anxiety, hostility and 
resentment were found to be accompanied 
by severe and prolonged engorgement, hy- 
permotility and hypersecretion in the 
stomach. In this state, mucosal erosions and 
hemorrhages were readily induced, even by 
the most trifling traumas, and frequently 
bleeding points appeared spontaneously as 
a result of vigorous contraction of the 
stomach wall. 

4. Contact of acid gastric juice with such 
a small eroded surface in the mucosa re- 
sulted in accelerated secretions of acid and 
further engorgement of the whole mucosa. 
Prolonged exposure of such a lesion to acid 
gastric juice resulted in the formation of 
chronic ulcer. 

5. The lining of the stomach was found 
to be protected from its secretions by an 
efficient insulating layer of mucous, enabl- 
ing most of the small erosions to heal 
promptly in a few hours. Lack of such a 
protective mechanism in the duodenal cap 
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may explain the higher incidence of chronic 
ulceration in this region. 

6. It appears likely, then, that the chain 
of events beginning with anxiety and con- 
flict and their associated overactivity of 
the stomach and ending with hemorrhage 
or perforation is that which is involved in 
the natural history of peptic ulcer in human 
beings. 

Mittelmann and Wolff! conducted a 
study to ascertain what personality features 
and emotions predominate in patients with 
peptic ulcers; what changes in gastroduo- 
denal function are associated with the emo- 
tions, and whether such changes may be 
forerunners of tissue destruction. A series 
of 30 unselected patients with peptic ulcers, 
including 27 men and 3 women ranging 
in age from 19 to 64 years, was studied. 
Thirteen “normal” subjects with no signs 
or symptoms referable to the gastrointes- 
tinal tract served as a control group. They 
found that the personality features of these 
patients were variable and the incidents 
precipitating the emotional reactions nu- 
merous. However, the reactions of intense 
anxiety, insecurity, resentment, guilt, and 
frustration were obtained in all. Also com- 
mon were compensating efforts to bolster 
self-esteem by a show of independence, self- 
sufficiency, and perfectionism. The long 
duration of the personality disturbances 
demonstrated that the mucosal lesion itself 
was not responsible for the major emotion- 
a! conflicts. In all of the patients with 
peptic lesions it was possible to demonstrate 
a chronologic parallelism between the on- 
set, recrudescence and course of gastroduo- 
denal symptoms, and the occurrence of un- 
toward emotional reactions. In order to 
demonstrate that the emotional states de- 
scribed previously were related to the gas- 
troduodenal dysfunction and peptic ulcers 
in the patients studied, situations were ex- 
perimentally created which induced de- 


structive emotional reactions and precipi- 
tated symptoms when a patient was free 
of symptoms. Moreover, if such effects, 
symptoms and tissue defects already ex- 
isted, all increased in intensity during such 
experimental 


procedures. Conversely, in 
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situations which engendered feelings of 
emotional security and assurance, gastric 
function was restored toward normal and 
symptoms eliminated in those patients with 
symptoms and abnormal function. With a 
knowledge of the dominant emotions in 
these patients and some of the circum- 
stances responsible for their being, situa- 
tions were created in the laboratory which 
resulted in emotional and gastroduodenal 
changes like those occurring in the individ- 
ual’s daily experience. Records were made 
of the behavior and utterances of the sub- 
jects and simultaneous records were made 
of the motility and secretions of the 
stomach. 

The facts revealed by this study again 
emphasized the occurrence in the same in- 
dividual of the aforementioned destructive 
emotions with increased motility and secre- 
tion and mucosal circulatory changes in the 
stomach and duodenum, followed by evi- 
dence of gastritis and duodenitis, and ulti- 
mately actual ulceration. A comparison of 
the individual physiologic and emotional 
changes in normal subjects revealed sim- 
ilar patterns but the changes in the path- 
ologic group were greater in magnitude and 
duration. The authors, in appraising the 
data of this study, did not interpret the re- 
lation between the emotions as described 
and functional changes in the stomach and 
duodenum as one of cause and effect. In- 
stead, both the effects and gastroduodenal 
changes were viewed as coincident aspects 
of behavior in reaction to life situations; 
behavior in some instances compatible with 
health, and in others resulting in disease. 

A large amount of work has been done 
in order to determine the relation between 
specific affect and stomach function. 

The studies of several investigators on 
man and on cats and dogs have demon- 
strated that fears and threats may be asso- 
ciated with reduction in gastric peristaltic 
activity and decreased secretion with hypo- 
acidity.!!: 1° Many other investigators have 
described similar changes associated with 
rage." 15 Pennett and Venables’? have re- 
ported decreased acidity which was later 
followed by a rise in a subject where dis- 
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gust was induced by hypnosis. Severe mus- 
cular activity as in competitive games may 
be associated with a hypoacidity.”” 

On the other hand, anxiety in human be- 
ings has been shown to be associated with 
hyperacidity.2! Similarly, intense hostility 
may be accompanied by hyperacidity and 
increased peristaltic activity.*" 

However, Mittelmann and Wolff’ cite 
the work of many observers to show that, 
in many instances, the results of the 
changes in gastroduodenal functions asso- 
ciated with various affective states are not 
all in accord. In the study of effects pro- 
duced by fear, Wittkower** concluded that, 
although fear was always associated with 
the same effects in the same patient, the 
reaction in some individuals was associated 
with hypoacidity, in others with hyperacid- 
ity. Mittelmann and Wolff’ suggest that 
the apparent discrepancies may be ex- 
plained by the fact that the reactions to life 
situations are always complex, often in- 
termingling resentment, fear, feelings of 
helplessness, vengeance, remorse, and even 
elation, it is necessary to recognize that 
some one or two emotions may dominate the 
reaction. They feel further that it is con- 
ceivable that there are individuals who are 
so constituted that resentment, hostility, 
anger, and hate never become dominant, so 
that fear prevails whenever the individual’s 
security is challenged. It is interesting that 
in Draper’s™ analysis of 80 unselected sub- 
jects with peptic ulcer he found that the 
fear emotion arising from various stimu- 
lating mechanisms was the essential point. 
Since his work is on the largest group of 
ulcer patients studied with special regard 
to emotional components, I think it would 
be highly informative to consider it in some 
detail especially, as will be later shown, in 
that it conforms closely with the observa- 
tions of several other investigators includ- 
ing those of the psychoanalytic school. 

First, let us review some of the pertinent 
facts and theories necessary to the under- 
standing of Draper’s conclusions. It is a 
common observation that instinctively, fol- 
lowing the severance of the umbilical cord, 
the baby seeks the breast in his effort to 


reestablish promptly his food line. The 
mother who is actually the only source of 
nourishment, serves as the object toward 
which this urgent demand is directed. Dur- 
ing the succeeding six or seven years as the 
variety of other hazards to safety increase, 
the child still finds in the mother the best 
guarantee of security against them. In fact, 
Freud?! describes the association of the 
early habits of nutrition with definite 
gratification of a sexual nature, the so- 
called ‘“‘anaclitic’”’ tendency, which is an im- 
portant part of the infantile sex life. As 
far as the very young infant is concerned 
his reliance upon the mother is quite im- 
personal and it is probable that in his con- 
ditioned emotional patterns, the mother 
represents only a means of survival and 
not a recognized personality. Eventually, 
the mother assumes an intensely personal 
relationship which may even be of a de- 
manding nature so that in the outward re- 
lationship to her child, the significance of 
the mother as a means of survival may 
disappear entirely. However, in the un- 
conscious levels, the mother remains 7he 
symbol of her primary function." 

Now psychoanalysis has taught us that 
substitutes may be adopted for this “mother 
principle” or “means of survival.” In some 
cases it may consist of surrogates such as 
a foster mother, grandmother, wife, davgh- 
ter, sister, nurse or doctor. In other cases 
symbols such as a social group, business 
firm, job, college (alma mater), church, 
food and housing are adopted. Draper’ 
feels that when one reads the more intimate 
histories of ulcer patients, one in confronted 
by the impression that these individuals, 
like frightened, neglected children, seem to 
be continuously striving to recapture and 
maintain the mother principle. 

Alexander,”* in a study of nine cases (six 
duqgenal ulcers and three gastric neuroses) 
feels that gastric symptoms often appear 
in connection with intense oral-receptive 
tendencies, the wish to be taken care of and 
loved. He is of the opinion that these are 
usually repressed to some extent and that 
in most cases the typical conflict-situation 
can be described as the rejection of strong- 
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oral receptive tendencies on account of their 
incompatibility with the aspiration of the 
ego for independence and activity. He ver- 
balizes the conscious attitude of these pa- 
tients in the following manner: “I am 
efficient, active, productive; or I give to 
everybody, help people, assume responsibili- 
ties, like to have people depend on me, like 
to be the effective leader and self-suffi- 
cient, active or even aggressive person- 
ality.” At the same time, analysis of the 
unconscious mind reveals exactly the op- 
posite attitude: an extreme and violent 
craving for love and the need for depen- 
dence and help. We now recall the facts 
observed in the clinic (Cushing, Draper) 
namely, that these patients characteristic- 
ally in their actual life relations avoid de- 
pendence and assume the exact opposite of 
the infantile oral-receptive attitude. In- 
stead of receiving, there is in these patients 
a tendency to give and instead of depen- 
dence, the assumption of leadership and 
responsibility. Alexander feels that these 
over-compensations must reactively in- 
crease in their unconscious the longing for 
possessive dependence especially since the 
individuals frequently live beyond their 
psychic means in the vehement denial of the 
need tor external help. In all of his cases, 
Alexander found in the unconscious a deep 
oral regression to the parasitic situation 
of the infant, which in most cases is in- 
compatible with the attitude and ideals of 
the adult ego and must of necessity, be re- 
jected. On further analysis, it was shown 
that the specific reasons for the ego’s re- 
jection of these parasitic infantile tenden- 
cies involved two predominant natures: 

1. A narcissistic injury caused by the 
infantile claims and manifested on the sur- 
face in a sense of inferiority on the one 
hand, and 

2. Guilt and fear on the other. 

We come now to what is perhaps the 
most significant of the various integrations 
described in this paper. Let us first re- 
view what we have so far learned: we have 
seen that there is a definite relationship 
between the autonomic nervous system and 
gastric function and dysfunction. Further, 


evidence has been cited suggesting the role 
of the hypothalamus both as the container 
of the sympathetic and parasympathetic 
centers and as a seat of certain mechanisms 
which seem to control various primitive re- 
actions. These reactions are associated in 
animals with defense or attack and in man 
with emotional states such as fear and anger. 
Then, recognizing that the alimentary tract 
is used by the psychic apparatus with great 
predilection for the relief of various ten- 
sions with strong emotional content, we 
sought the evidence offered by those work- 
ers who inquired into the more precise 
mechanisms involved. We then reviewed 
some of the more conclusive experimental 
works regarding the changes produced in 
the gastric and duodenal mucosa by the 
various emotions or affects. Upon examin- 
ing the conclusions of those investigators 
who concerned themselves with the person- 
ality make-up of the ulcer patients, we find 
that the conflict situation, in the majority 
of the carefully analyzed cases, revolves 
around infantile regressive tendencies re- 
jected by the adult ego. Associated with 
these tendencies are a sense of inferiority 
on the one hand and guilt and fear on the 
other. 

Now most clinicians will agree that in 
a large majority of cases peptic ulcers are 
due to certain physiologic changes in the 
secretory and motor functions of the stom- 
ach, and possibly also to changes in the 
blood supply. It is their assumption that 
the local process, the ulceration of tissue, 
is the morphologic change which is the 
final result of certain prolonged dysfunc- 
tion. Alvarez*® has suggested that chronic 
stimulation of the empty stomach is one of 
the etiologic factors in peptic ulcer. Alex- 
ander”’ cites the interesting experiments of 
Silbermann who produced ulcers in the 
stomachs of dogs by sham feeding through 
an artificial esophageal fistula. Palmer?‘ 
and Winkelstein** have also offered evi- 
dence to support the assumption that one 
of the causative factors in peptic ulcer for- 
mation is due to continuous secretion un- 
der the influence of chronic psychological 
stimuli (oral phantasies and oral tenden- 
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cies.) Winkelstein observed high acid 
curves in ulcer patients produced with 
sham (“psychic”) feeding. 

At this point we must turn to the psy- 
choanalysts, notably Freud** and Abra- 
ham,” who have demonstrated that the 
wish to be taken care of and to be helped is 
emotionally connected in the unconscious 
with the wish to be fed. That this wish for 
being fed might serve as a permanent 
stimulus of the empty stomach and cause 
its dysfunction is a very interesting specu- 
lation and has been suggested by Alexan- 
der.*° 

SUMMARY 

1. Most important contributions to the 
literature regarding the etiology and patho- 
genesis of peptic ulcer are in agreement on 
one point, that peptic ulcer cannot be ex- 
plained by the action of any single agent 
but is the result of the actions and inter- 
actions of several factors. 

2. An attempt was made to discern what 
evidence there was to sustain the impor- 
tance of the psychogenic factor and how 
psychic influences might mediate changes 
in the gastric mucosa. We were then able 
to visualize a series of events wherein 
emotional conflicts could by stimulation of 
the autonomic nervous system cause im- 
pulses to be conducted along the vagus and 
sympathetic pathways resulting in dys- 
function of the stomach and duodenum. 

3. Following the long recogniz<:d obser- 
vations of most clinicians that the peptic 
ulcer patient is a “high-strung,” “nervous” 
individual, we examined the evidence of 
workers investigating the more precise psy- 
chological makeup of the ulcer patient, and 
found that the conflict situation in the 
majority of carefully analyzed, unselected 
cases, revolved around infantile regressive 
tendencies rejected by the adult ego. 

4. Entering the realm of speculation but 
with the support of experimental work and 
certain well established facts of psycho- 
analysis, we learned that the wish to be 
taken care of and to be helped (manifesta- 
tions of infantile regressive tendencies) 
can be emotionally connected in the uncon- 
scious mind with the wish to be fed. Fur- 


ther, that this wish might be the source of 
permanent stimulation of the empty stom- 
ach and result in its dysfunction. 
CONCLUSION 

It is possible that the major facts in- 
volved in the genesis of peptic ulcer are 
now known. So far, no single theory has 
been able to withstand the combined crit- 
ical analysis of the clinician. the patholo- 
gist, the physiologist and the neuropsychi- 
atrist. The presence of psychogenic factors 
associated with this disease process has long 
been recognized, and it is hoped that enough 
evidence has been presented in this paper 
to demonstrate that psychogenic factors 
may play an important part in the etiology 
and pathogenesis of this disease. However, 
we must be aware of the fact that a peptic 
ulcer is not the organ-symbo! of the emo- 
tional conflict as is seen for example in 
certain cases of cardiospasm or globus hys- 
tericus. Whereas in conversion hysteria 
the unconscious tendency may, at times, 
find direct expression in the physical dis- 
turbances, in organic processes controlled 
by the vegetative nervous system, a longer 
chain of intermediate physiologic processes 
may intervene. Thus we may consider an 
ulcer in the stomach or duodenum as a 
direct result of a disturbance in the local 
physiology (motor, secretory, vascular) 
which disturbances, however. may be pre- 
cipitated by factors of an emotional! or psy- 
chogenic nature. 
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THE ANNUAL MEETING 


Many of the members of the State Medi- 
cal Society look forward to the annual meet- 
ing of the organization with the pleasant 
anticipation of having the opportunity of 


seeing their old friends and of learning 
something of the advances in medicine. 
Unfortunately the number in attendance is 
not always as large as we would like to see 
it. As a matter of fact a goal of one 
hundred per cent attendance might denude 
the State of Louisiana of capable doctors 
but we are sure that not one would attend 
if he had a critically ill patient whom he 
could not well leave. 

The annual meeting this year will be held 
in New Orleans May 12-14 and while ample 
hotel space has been promised, nevertheless 
the exigencies of hotel room shortage make 
it advisable to make reservations for accom- 
modations at the earliest possible moment. 

The scientific program this year has been 
extensively studied by a committee appoint- 
ed by President McMahon and will be quite 
different from the programs as they have 
been presented in the past. For example, in 
some of the specialties the program will be 
entirely devoted to that particular specialty ; 
pediatrics, for instance. In addition to the 
changes in the program that have just been 
mentioned, it should be pointed out that a 
group of some six distinguished and well 
known out-of-state clinicians have been 
invited to participate in the presentations. 
Some of these men will participate in two 
important symposia that will be given, one 
on antibiotics and the other on hyperten- 
sion; both these subjects are of extreme 


importance at the present time, 


The scientific program appears to be out- 
standing but the social features of the 
meeting will not be neglected. There will 
be specialty luncheons and of course the 
usual president’s reception and dinner- 
dance as well. 


It seems that the program of this annual 
convocation of the State Medical Society, 
both from a scientific and social aspect, 
will be outstanding. It certainly will pay 
the practitioners of medicine throughout 
the state to attend this meeting. There will 
be ample opportunity both for culture and 
for recreation. 
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Editorials 


BACITRACIN 


New and effective antibiotics are being 
discovered from time to time. Some of these 
antibiotics are very limited in their field of 
service, Others show remarkable effect on 
many organisms. One of the latest, appar- 
ently very effective of these antibodies was 
reported on by Johnson, Anker and 
Meleney' in Science this fall. This report 
aroused a great deal of enthusiasm and 
there are numerous investigators who are 
anxious to obtain the material to study its 
effect in various types of infection. Now 
Meleney and Johnson? report upon the first 
hundred cases of surgical infections treated 
locally with this particular medicament. 
Bacitracin is a filtrate of an aeorbic gram- 
positive, spore-forming bacillus which has 
a wide field of antibacterial activity. The 
preparation has gradually been refined and 
with this refinement necessarily it has been 
possible to reduce the size of the dose. 


In this present report the drug was used 
entirely locally, injected directly into furun- 
cles and boils and into deep and superficial 
abscesses, or applied topically, as in a sty or 
ulcer of the leg. The cases were not selected 
and represent the average run of infection 
which is observed in an ambulatory clinic. 
Meleney and his associate found that in 31 
cases the results of treatment were excel- 
lent, in 57 good, in nine questionable and 
in only three was there no effect. Bacitra- 
cin was found effective in most infections 
which are resistant to penicillin and in some 
that did not respond to this particular anti- 
biotic and in only a few instances in which 
bacitracin failed to bring about a cure did 
the subsequent response to penicillin be- 
come effective. 


The medicament is given in two forms; 
an aqueous solution and the other a water 
soluble ointment. The aqueous solution was 


1. Johnson, B. A., Anker, H., and Meleney, F. 
L.: Bacitracin; a new antibiotic produced by a 
member of the B. subtilis group, Science, 102:376, 
1946. 

2. Meleney, F. L., and Johnson, B.: Bacitracin 
therapy; the first 100 cases of surgical infections 
treated locally with the antibiotic, J. A. M. A., 
133 :675, 1947. 
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injected directly into the lesion, the oint- 
ment was used in such sites where occurred 
ulcers or directly in the eye in the instance 
of styes and conjunctivitis. 

The authors point out that this new anti- 
biotic which is not locally toxic or irritating 
and is not inhibited by blood or pus, will 
be of clinical importance if it can succeed 
where penicillin or the sulfonamides have 
failed. Their observations, moreover, point 
out that this preparation is active against 
many organisms, coccal in nature, which 
are resistant to the other two important 
medicaments. 
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REPORTABLE DISEASE IN 
LOUISIANA IN 1946 


It is rather interesting to note the fre- 
quency with which certain diseases have 
occurred throughout the state in the past 
year. Excluding the venereal diseases of 
which syphilis and gonorrhea are diseases 
which usually lead the list of reportable 
diseases, it will be found that influenza 
with 20,108 cases was the most frequent 
of the diseases that were reported to the 
State Department of Health. The number 
of cases of influenza far exceed any other 
single disease. Of course these figures must 
be taken with a grain or two of salt as it 
is quite possible that there were more than 
530 cases of mumps in the State of Lou- 
isiana in 1946 and undoubtedly more than 
3,423 cases of measles or 300 cases of 
whooping cough, but physicians are wont to 
forget to report these relatively unim- 
portant childhood disease. 

The most surprising feature of the 
yearly report is the fact that there were 
2,078 cases of unclassified pneumonia list- 
ed and 613 cases of pneumococcic pneu- 
monia. Without doubt unclassified pneu- 
monia sometimes called atypical or viral 
pneumonia has become a very real prob- 
lem. Practically every case of pulmonary 
tuberculosis is reported and of the respira- 
tory infections there were more of these 
cases, 2,144, than of the other expressions 
of respiratory tract diseases. 


It is to be noted that there were only 
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206 cases of rheumatic fever listed, 113 of 
meningitis but most tragic it must be said 
that there were 381 cases of poliomyelitis 
in the state, a greater number than ever 
reported before. There was a great number 
of persons who suffered from malaria, some 
745, but many of these individuals contract- 
ed their disease while overseas so that the 
figures do not actually represent the num- 
ber of cases of malaria that arise within 
Louisiana. 

Many years ago typhoid fever was the 
infectious disease most frequently ob- 
served; in the past year there were 175 
cases and undoubtedly most of these cases 
could have been prevented had prophylac- 
tic measures been employed. On the other 


hand, a disease which has only within the 
last two decades achieved prominence, 
namely typhus fever of which there were 
286 cases reported, the preventive measures 
are not as easily obtained or put into effect 
as they are with typhoid fever. Tularemia, 
of which we hear a great deal about at the 
present time because of the definite satis- 
factory action of streptomycin, is a rela- 
tively infrequent disease with only 43 cases 
listed in a section of the country in which 
tularemia is supposed to be rife. Lastly, 
it might be said of another disease which 
at one time was frequently observed, name- 
ly pellagra, there were only six cases dis- 
covered in the state this year and there 
was not a single case of rabies. 





ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contri- 
bute to the understanding and fortification of our Society. 

An informed profession should be a wise one. 


1947 ANNUAL MEETING 
GREETINGS FROM THE ORLENS 
PARISH MEDICAL SOCIETY 


The doctors of Orleans Parish look for- 
ward with a great deal of pleasure to being 
host to the members of the Louisiana State 
Medical Society May 12-14 when the 1947 
meeting will be held in this city. 

The various committees on arrangements 
have been very active in making plans for 
a meeting which will be most interesting, 
instructive and entertaining. 

The limited number of hotel rooms avail- 
able makes it advisable that all who plan to 
attend make reservations as soon as pos- 
sible. This should be done through the of- 
fice of the secretary-treasurer, however 
some of the doctors no doubt have connec- 
tions whereby they can obtain a room 
through other means and if this is possible 
and they will do so it would help consider- 
ably in securing rooms for all desiring ac- 
commodations. 

It is hoped that all members of the or- 


ganization will plan to attend this meeting 
and they may be assured of a most hearty 
welcome on the part of the New Orleans 
dectors. 

Your special attention is directed to the 
following program planned for the 1947 
meeting to be held at the Roosevelt Hotel, 
New Orleans, May 12-14. As you will note, 
the arrangement for this year is different 
from that for previous years. It is hoped 
that we may receive comment from our 
members concerning this set-up as an effort 
has been made to have a program which 
will be of interest and benefit to all con- 
cerned. Dr. Donovan C. Browne, Chairman, 
and other members of the special committee 
appointed to study rearrangement of the 
program, are to be commended for their 
efforts in this regard. 


LOUISIANA STATE MEDICAL SOCIETY 
PROGRAM 


1947 ANNUAL MEETING 
Roosevelt Hotel 
MONDAY, MAY 12: 
8:00 a.m.—REGISTRATION—Gold Room. 
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9:00 am.—HOUSE OF DELEGATES—Grand 
Ball Room. 

12:00 noon—LUNCHEON FOR HOUSE OF 
DELEGATES—University Room. 
REGISTRATION—Gold Room. 

8:00 p.m.—OPENING MEETING—Grand Ball 
Room (Joint Meeting with Orleans 
Parish Medical Society). 
1.Call to Order — Rhett McMahon, 

M. D., Baton Rouge, President. 

2. Invocation—Father A. W. Crandell, 
S. J., New Orleans, Dean, Loyola 
University of the South. 

38. Address of Welcome—Ashton 


Thomas, M. D., New Orleans, 
President, Orleans Parish Medical 
Society. 


4. Address of Welcome—Hon. deLes- 
seps §. Morrison, New Orleans, 
Mayor, City of New Orleans. 

. Response — Gilbert C. Anderson, 
M. D., New Orleans, President-elect. 

6. Drugs Used in Treatment of Heart 
Diseases—Harry S. Gold, M. D., 
New York, Associate Professor of 
Pharmacology, Cornell. 

7. Clinico - Pathologic Conference — 
Chas. E. Dunlap, M. D., New Or- 
leans, Pathologist; Edgar Hull, 
M. D., New Orleans, Clinician. 


TUESDAY, MAY 13: 
8:00 a.m.—_REGISTRATION—Gold Room. 
9:00 aam.—_SYMPOSIUM: ANTIBIOTICS—Uni- 
versity Room. 
1. Present-day Chemotherapy on Anti- 
biotics—Maxwell Finland, M. D., 
Boston, Assistant Professor of Med- 
icine, Harvard University. 
2. Use of These Agents in Surgery 
Champ Lyons, M. D., New Orleans. 
3. Use of These Agents in Ear, Nose 
and Throat—G. F. Joseph, M. D., 
New Orleans. 
4. Use of These Agents in Pediatrics 
—George Salmon, M. D., Houston, 
Assistant Professor of Pediatrics, 
Baylor. 
5: Discussion: Questions and answers. 
12:00 noon—LUNCHEON FOR GENERAL 
MEMBERSHIP—Grand Ball Room 
(Guests of State Society). 
. Epidemiology and Recent Develop- 
ments in Poliomyelitis—Joseph G. 
Molner, M. D., Detroit, Associate 
Professor of Preventive Medicine 
and Public Health, Wayne Univer- 
sity. 
2:00 pm.—SYMPOSIUM: HYPERTENSION— 
University Room. 


o 
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1. Application of Fundamental Knowl- 
edge of Hypertension and Its Treat- 
ment—Raymond L. Gregory, M. D., 
Galveston, Professor of Pharma- 
cology, University of Texas. 

. Surgical Treatment of Hyperten- 
sion—L. J. O’Neil, M. D., New 
Orleans. 

38. The Use of Drugs in the Treatment 
of Hypertension—M. E. St. Martin, 
M. D., New Orleans. 

Intermission — View Technical 
hibits. 

4. Liver Disease Illustrated by Cases 
—Presented by Residents and dis- 
cussed by E. S. Kagy, M. D., J. R. 
Snavely, M. D., C. A. Jones, M. D., 
Ambrose Storck, M. D., Roy H. 
Turner, M. D., New Orleans. 
Discussion: Questions and answers. 

8:00 p.m.—PRESIDENT’S RECEPTION AND 

DINNER DANCE—Grand Ball Room 

(Members and guests of the Society) 


WEDNESDAY, MAY 14: 
8:00 a.m.—REGISTRATION—Gold Room. 


9:00 am.—HOUSE OF DELEGATES—Grand 
Ball Room. 
SCIENTIFIC PROGRAM: 
I. PAN-AMERICAN ROOM. 

1. Intestinal Obstruction—M. L. 
Michel, Jr., M. D., New Orleans. 

2. Critical Analysis of 300 Cases 
of Hip Nailing—I. L. George, 
M. D., Baton Rouge. 

Intermission — View Technical 
Exhibits. 

3. Extraintestinal Amebic Infec- 
tion—W. R. Akenhead, M. D., 
New Orleans. 

4. Drug Reactions and Their Treat- 
ment with Special Reference to 
the Use of BAL in Heavy Metal 
Poisoning — Barrett Kennedy, 
M. D., and V. Medd Henington, 
M. D., New Orleans. 

II. ROOM H. 

1. Radiation Treatment of Cancer 
—S. F. Hatchette, M. D., Lake 
Charles. 

2. Roentgenological Aspects of 
Pneumonias—Leon J. Menville, 
M. D., New Orleans. 

3. Hypertrophic Pyloric Stenosis— 
H. O. Barker, M. D., Alexandria. 
Discussion—H. H. Hardy, M. D., 
Alexandria. 

Followed by—H. A. White, 
M. D., Alexandria. 

Intermission — View Technical 
Exhibits. 
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4. Hematuria—C. A. Frederick, 
M. D., Lake Charles. 

5. Management of Prostatism—U. 
S. Hargrove, M. D., Baton 
Rouge. 


12:00 noon—LUNCHEONS FOR MEMBERS OF 


SPECIAL SOCIETIES. 


WEDNESDAY, MAY 14: 
2:00 p.m.—SCIENTIFIC PROGRAM: 


I. PAN-AMERICAN ROOM. 
1.The Present Status of the 
Poliomyelitis Problem—V. Lip- 
pard, M. D., New Orleans. 

2. Amebiasis in Children—Maud 
Loeber, M. D., and Joseph S. 
D’Antoni, M. D., New Orleans. 

3. Marrow Infusions and Trans- 
fusions—Max Sutton, M. D., 
and George Kelley, M. D., New 
Orleans. 

4. Air-Block in the Newborn 
Period—George Salmon, M. D., 
Houston, Assistant Professor 
Pediatrics, Baylor. 

5. Business Meeting of Louisiana 
Pediatric Society. 

Ifl.GRAND BALL ROOM. 

1. Irradiation Therapy of Malig- 

nant Neoplasms of the Female 


Genitalia—M. Garcia, M. D., 
and J. V. Schlosser, M. D., 
New Orleans. 

2. Pruritus Vulvae and Ani—M. 


T. Van Studdiford, M. D., and 
L. D. McLean, M. D., New 
Orleans. 

3. Circumvallate Placenta; Symp- 
toms and Management—Robert 
D. Mussey, M. D., Rochester, 
Minn., Professor of Obstetrics, 
University of. Minnesota Grad- 
uate School of Medicine. 


4.The Rh Factor in Clinical 


Obstetrics and Gynecology— 
J. W. Davenport, Jr., M. D., 
New Orleans. 

5. Motion Picture: Ligation of 
the Vena Cava—Conrad G. Col- 
lins, M. D., New Orleans. 

III. ROOM H. 

1. Congenital Ocular Anomalies 
Resulting from (a) Premature 
Birth, (b) Rubella Infection of 
Mother During Pregnancy—W. 
R. Buffington, M. D., New 
Orleans. 

Discussion—George L. Hardin, 
M. D., New Orleans. 

. Functional Conditions of the 
Nose—Joseph Stamm, M. D. 
New Orleans. 


iw) 


38. Hoarseness—George J. Ta- 

quino, M. D., New Orleans. 
Intermission — View Technica] 

Exhibits. 

4. Treatment of Anemia—Norton 
W. Voorhies, M. D., New Or- 
leans, 
5. The Present-day Treatment 
of Malaria—A. J. Walker, 
M. D., New Orleans. 


WEDNESDAY, MAY 14: 
6:30 p.m.—DINNER FOR DIPLOMATES OF 


AMERICAN BOARD OF OBSTET- 
RICS AND GYNECOLOGY—An- 
toine’s Restaurant. 

COCKTAIL PARTY FOR MEM- 
BERS OF LOUISIANA PEDIATRIC 
SOCIETY—Metairie Country Club. 


8:00 p.m.—DINNER FOR MEMBERS OF LOU- 


— 





0 


ISIANA PEDIATRIC SOCIETY— 

Metairie Country Club. 

1. Autopsy Findings in Premature 
Infants—James Arey, M. D., New 
Orleans. 


TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


April 11, 


April 14, 
April 15, 


April 16, 


Special Meeting, Orleans Parish Medi- 
cal Society with the Louisiana Phy- 
sicians Service, Incorporated, Hutch- 
inson Memorial Auditorium, 8 p. m. 

Scientific Meeting, Orleans Parish Med- 
ical Society, 8 p. m. 

I. C. R. R. Hospital Staff, 12:30 p. m. 

Charity Hospital Medical Staff, 8 p. m. 


The Orleans Society of X-Ray Tech- 
nicians, 7:30 p. m. 
Charity Hospital Surgical Staff, 8 p. m. 


April 


April 


April 


April 


April 


April 


April 2 


17, 


18, 


Clinico-pathologie Conference, Touro 
Infirmary, 12 noon. 

Lakeshore Hospital Staff, 8 p. m. 

Executive Committee, Hotel Dieu, 8 
p. m. 

Hotel Dieu Staff, 8 p. m. 

Baptist Hospital Staff, 8 p. m. 

French Hospital Staff, 8 p. m. 

Catholic Physicians’ Guild, 8 p. m. 

DePaul Sanitarium Staff, 8 p. m. 


L. S. U. Faculty Club, 8 p. m. 





of 


of 
23 
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New Orleans Hospital Dispensary for 
Women and Children Staff, 8 p. m. 

Clinico-pathologiec Conference, 
Infirmary, 12 noon. 


May 1, Touro 





May 2, Ochsner Clinic Staff, 8 p. m. 
May 5, Board of Directors, Orleans Parish 
Medical Society, 8 p .m. 
May 6, Orleans Parish Radiological Society, 
7:30 p. m. 
Eye, Ear, Nose and Throat Staff, 8 
p. m. 
May 7, Mercy Hospital Staff, 8 p. m. 
EVERY THURSDAY—Medical Toastmasters, 8 
p. m. 
NEWS ITEMS 

The Medical Toastmasters have discontinued 
meeting at the New Orleans Athletic Club at 


6:30 p.m. They are now meeting in the Hutchinson 
Memorial Auditorium at 8 p. m. 





Dr. Howard Mahorner was host to the members 
of the Surgeons Travel Club, February 11-14. 





Dr. B. Bernard Weinstein attended the meeting 
of the Western Branch of the American Society 
for the Study of Sterility at Los Angeles. Feb- 
ruary 7-8. Dr. Weinstein prosented a paper on 
“The Surgical Management of the Tubal Factor 
in Serility.” 





The annual meeting of the New Orleans Society 
of Neurology and Psychiatry was held on January 
23. The following new officers were elected: Dr. 
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Henry O. Colomb, president; Dr. Sam Nelken, 
secretary-treasurer; Dr. Dean Echols, the retiring 
president, to the executive committee, which al- 
ready included Dr. C. Grenes Cole and Dr. Ed- 
mund Connely. 





Dr. William H. Block has been honored with a 
life membership in the Alumni Association of the 
University of Maryland. Dr. Block has been an 
active member of the Association for fifty years. 





CHANGES IN MEMBERSHIP ROLLS 

Three associate members, Drs. Brent 
Charles O’D. Lilly and Wm. H. Newman, 
transferred to intern membership. 

Two physicians, Drs. Roscoe Pullen and Robert 
M. Rose, were reinstated to active membership. 

Two active members, Drs. John T. Crebbin and 
M. M. Odom, were elected to inactive membership. 

One associate member, Dr. Patrick Riley, and 
two intern members, Drs. Ben F. Thompson and 
David F. Watson, were removed because of 
moval from New Orleans. 


Fox, 
were 


re- 





CHANGES OF ADDRESS 
Dr. Robert M. Kimball—1430 Tulane Avenue. 
Dr. Malcolm P. Schwarzenbach—244 Oliver 
Street, Algiers. 





NOTICE 
The Library is in need of November 1946 issues 
of the New Orleans Medical and Surgical Journal 
for exchange purposes. If you have a copy avail- 
able, which you do not need, we would appreciate 
your forwarding it to the Library. Thanks. 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Second Tuesday of every month Bastrop 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of very month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


PRESIDENT RHETT McMAHON 


Dr. Rhett G. McMahon, the President of the 
Louisiana State Medical Society, was born on 22 
July, 1891 in Vinton, Louisiana. His preparatory 
work was done at the Mt. Talmalpais Military 
Academy at San Rafael, California. His academic 


work was completed at the University of California 
and Louisiana State University. He was graduated 
from Tulane Medical College in the Class of 1921, 
and afterwards interned at Charity Hospital for 
two years. 


He is a member of the East Baton Rouge Parish 
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Medical Society (Past President), the Sixth Dis- 
trict Medical Society, The Louisiana State Medical 
Society (President), the Southern Medical Society, 
the American Medical Association, the American 
College of Surgeons (Fellow), the Central Asso- 
ciation of Obstetricians and Gynecologists and the 


Louisiana Obstetrical and Gynecological society. 

For a number of years he was a Councilor of 
the State Medical Society, is now vice-president of 
the Louisiana State Board of Medical Examiners, 
president of the Hospital Service of Baton Rouge 
and a member of the Elks Club and Baton Rouge 
Country Club. 

During the war years he served with honor and 
distinction as a member of the Selective Service 
Board and as a member of the Procurement and 
Assignment Board. 

Dr. McMahon has always been a leader in civic 
affairs and is a large contributor to the upbuilding 
of his native city. 

Since his graduation Dr. McMahon has had a 
number of post graduate courses, particularly in 
the Post Graduate School of Medicine and Woman’s 
Hospital in New York and also the Lying-In 
Hospital in Chicago and Barnes Maternity Hospi- 
tal in St. Louis. 

Dr. McMahon has been well trained for the posi- 
tion that he occupies by having served two years 





as president elect of the Louisiana State Medica] 
Society. The Society is most fortunate in having 
elevated to the presidency a man of such excellent 
traits of character, indefatigable energy and ex. 
ecutive ability. 


RAPIDES PARISH MEDICAL SOCIETY 

The regular monthly meeting of the Rapides 
Medical Society was held Monday, March 3, 1947 
at 7:30 p. m. at the Baptist Hospital in Alex- 
andria, Louisiana. 

A scientific and business program was presented. 


THE FOUNDATION HOSPITAL 

A staff meeting of this hospital was held on 
Friday, March 7. The program consisted of the 
following presentations: Personality Disorders in 
Gastroenterology by Dr. Albert J. Sullivan; the 
Rh Factor, by Dr. Julius Davenport; Foreign 
Bodies in the Food and Air Passages by Dr. 
Clarence H. Steele. 


TOURO INFIRMARY 
A regular meeting of the Medical Staff of 
Touro Infirmary was held on Wednesday, March 
12. The Department of Pathology presented a 
clinico-pathologic conference with a clinical dis- 
cussion by Dr. John Dyer. Dr. Mims Gage gave 
a case report on acute pancreatitis. Drs. J. D. 
Rives and Allan M. Goldman presented a case of 
mesenteric thrombosis with survival. 
NEW SUPERINTENDENT OF BAPTIST 
HOSPITAL 
Reverend Frank Tripp, of Montgomery, has ac- 
cepted the post of superintendent of the Baptist 
Hospital of New Orleans and will assume his duties 
May 1. Dr. L. J. Bristow will remain with the 
institution in an executive capacity. 





MATAS MEDAL 


Dr. Emile Bloch, chairman of the committee 
which has to do with the award of the Matas 
Medal, announced that this honor will be given to 
Dr. Robert E. Gross, of Boston, Mass., whose work 
on the operative treatment of congenital heart dis- 
ease has been outstanding. 


THE CIRCLE OF THE L. S. U. 
MEDICAL SCHOOL 

Doctor William Dock, Professor of Medicine, 
Long Island College of Medicine, Brooklyn, N. Y., 
delivered the annual lecture of The Circle, hon- 
orary medical society of the Louisiana State Uni- 
versity School of Medicine, in the Auditorium of 
Charity Hospital. The subject of his lecture was 
proteinuria and edema. 

Doctor Dock is well known for his investigations 
in the field of internal medicine and has recently 
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written extensively on the a:nbulatory treatment 
of heart disease and other conditions which had 
traditionally required long periods of rest in bed. 
Before becoming associated with the Long Island 
College of Medicine, he was a member of the medi- 
cal faculties at the University of California and 
Cornell University. While in New Orleans, he also 
took part in the Graduate Medical Assembly. 

The following students, selected on the basis of 
outstanding scholarship, The 
Circle: 

Richard L. Bagnetto, New Orleans, La. 

Lawrence G. Bole, New Orleans, La. 

Oscar Wharton Brown, Baton Rouge, La. 

John W. Fisher, Dallas, Texas. 

Nicholas J. Olivier, New Orleans, La. 

Louis G. Pascal, New Orleans, La. 

Eliza Ann Sarton, Alto, La. 

Chenet J. Schexnaildre, Metairie, La. 

Robert R. Sills, New Orleans, La. 

Irving Singer, New Orleans, La. 

Hannah B. Moody, New Orleans, La. 


are members of 


SOUTHERN SOCIETY FOR CLINICAL 
RESEARCH 


The first annual meeting of the Southern Society 
for Clinical Research was held recently in New 
Orleans. The purpose of the society is encouraging 
research in the various medical sciences. The. fol- 
lowing officers were elected: 

President—Dr. 

Texas. 

Vice-President—Dr. William J. Darby, Jr., Nash- 
ville, Tenn. 

Secretary and Treasurer—Dr. Thomas Findley, 
New Orleans, La. 

Councilors—Dr. Paul B. Beeson, Atlanta, Ga.; 
Dr. Robert M. Moore, Galveston, Texas; Dr. 
Joseph W. Beard, Durham, N. C.; Dr. Harold 
B. Greene, Winston-Salem, N. C. 

The Founders’ Group consists of approximately 
forty men from the various medical schools in the 
South but membership is not limited to academic 
institutions. 


Tinsley R. Harrison, Dallas, 


POSTGRADUATE REVIEW IN NEOPLASTIC 
DISEASES 

There will be held ‘on April 7-12 a review in 
neoplastic diseases given by the Tulane University 
of Louisiana, Division of Graduate Medicine, and 
sponsored by the Orleans Parish Unit and the 
Louisiana State Division of the American Cancer 
Society. Dr. Ambrose H. Storck is in charge of this 
program and he, together with members of the 
program committee, has provided a very excellent 
of talks, lectures and demonstrations by 
various physicians, some of whom are of outstand- 
ing prominence in their particular field. Dr. Fred 
W. Rankin, who was a Brigadier General in the 
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war in charge of the surgical division of the 


Surgeon General’s Office, is an example. 





POSTGRADUATE COURSE IN DISEASES OF 
NUTRITION AND METABOLISM 

Under the chairmanship of Dr. Grace A. Gold- 
smith there was held at the Tulane University of 
Louisiana, Division of Graduate Medicine, a most 
excellent metabolic and nutritional dis- 
eases. Nutritional metabolic problems of the child 
were discussed as well as those that occur in adults. 


course in 


INSTRUCTIONAL COURSE IN ALLERGY 

The Mississippi Valley Sectional Instructional 
Course in Allergy will be given under the auspices 
of the University of Kansas School of Medicine, 
on May 5-8 inclusive, at the University of Kansas 
Hospitals, in Kansas City, Kansas, and is spon- 
sored by the American College of Allergists. 

A well balanced program has been planned spe- 
cifically to acquaint the physician with the basic 
principles of diagnosis and management of allergic 
diseases. 

Round-table discussions, laboratory, and clinical 
sessions will be held, in addition to formal lectures 
covering the practical application of the various 
phases of this subject. Whether you are in the 
practice of general medicine or limiting your prac- 
tice to pediatrics, otolaryngology, or dermatology, 
you will be interested in this course. It was ar- 
ranged in direct response to various requests from 
physicians in the above named specialties. 

A more detailed program may be had by writ- 
ing the Chairman. The fee for the course is $50.00 
payable at the registration desk at the University 
of Kansas School of Medicine, Kansas City, Kansas. 
Applications for the course and for hotel reserva- 
tions should be placed with the Chairman of the 
Program Committee, Orval R. Withers, M. D., 1418 
Bryant Building, Kansas City 6, Missouri. 





- —O 
MEDICAL DEPARTMENT OF U.S.A‘ 

Highlights of the benefits to The Medical De- 
partment of the proposed legislation now before 
Congress (HR 2536) on procurement, promotion 
and elimination of Regular Army officers are out- 
lined in the following statement recently (14 March 
17) issued by the Office of The Surgeon General: 

The bill introduced in Congress to provide for 
the procurement, promotion and elimination of 
Regular Army officers and for other purposes pro- 
vides that Section 10 of the National Defense Act 
be amended to read: “The Medical Department 
shall consist of Surgeon General with the rank 
of major general, four assistants with the rank 
of brigadier general, one of whom shall be an of- 
ficer of the Dental Corps” is amended to read: 
“The Medical Department shall consist of one 
assistant with the rank of major general who shall 
be an officer assigned to the Dental Corps, and 
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three assistants with the rank of major general 
or brigadier general as determined by the Sec- 
retary of War.” 

In addition it authorizes a strength of active 
permanent general officers of the Regular Army 
in the Medical Corps equal to 3/4 of 1% of the 
authorized active commissioned strength of the 
Medical Corps of the Regular Army. Of a total 
authorized strength of active general officers there 
is authorized 50% in the grade of major general 
and 50% in the grade of brigadier general. 
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CIVIL SERVICE EXAMINATION FOR 
MEDICAL OFFICER POSITIONS 


The U. S. Civil Service Commission has an- 
nounced an examination for filling Medical Officer 
positions. 

These positions are located in various Federal 
agencies, in Washington, D. C., in the U. S. Public 
Health Service and the Indian Service, throughout 
the United States; and in the Panama Canal Serv- 
ice, in the Panama Canal Zone. Salaries range from 
$4,149 to $5,905 a year, with higher salary rates 
for the Canal Zone positions. No written test will 
be given for these positions. To qualify, all appli- 
cants must be graduates of a medical school of 
recognized standing and must also meet other re- 
quirements which include experience and training 
in the field of medicine. The age limits are 45 years 
for Panama Canal Zone positions and 62 years 
for other positions. These age limits are waived for 
persons entitled to veteran preference (up to the 
age of 62 for the Panama Canal Service and with- 
out limitation for other agencies). 

Interested persons may secure information and 
application forms from most first- and second- 
class post offices, from Civil Service regional of- 
fices, or from the U. S. Civil Service Commission, 
Washington 25, D. C. Applications must be filed 
not later than April 22, 1947. 


) 
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Cc. JEFF MILLER MEMORIAL LECTURE 

There was delivered by Dr. Emil Novak of Johns 
Hopkins School of Medicine the C. Jeff Miller 
Memorial Lecture Friday, March 21. Dr. Novak 
spoke on the subject of “Carcinoma of the Uterus”. 
Following the formal lecture there was presented 
to the Tulane Medical School, by Elizabeth Miller 
Robin, a very handsome portrait of her father, the 
late Dr. Miller, Professor of Gynecology at Tulane 
at the time of his death. 
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ANNUAL MEETING, AMERICAN COLLEGE 
OF CHEST PHYSICIANS 

The Thirteenth Annual Meeting of the American 

College of Chest Physicians is scheduled to be held 

at the Ambassador Hotel, Atlantic City, New 

Jersey, June 5-8. An interesting scientific program 

has been planned for this meeting. Prominent 


speakers from other countries will present papers. 

The oral and written examinations for Fellow- 
ship will be held on the first day of the meeting, 
June 5. Applicants for Fellowship in the College 
who plan to take these examinations should com- 
municate at once with the Executive Secretary, 
American College of Chest Physicians, 500 North 
Dearborn Street, Chicago 10, Illinois. 
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NEWS ITEMS 


Harofe Haivri (The Hebrew Medical Journal) 
which is dedicated to the continued growth of He- 
brew medical literature, has concluded its nine- 
teenth year of successful publication, under the 
editorship of Moses Einhorn, M. D. of New York. 








Mr. Francis C. Brown, president of Schering 
Corporation of Bloomfield and Union, New Jersey, 
announces an additional number of grants for en- 
docrine and pharmacological research studies 
awarded by Schering to research foundations, 
medical and pharmacy colleges. 





“The Clinical Use of Androgens in the Female” 
has been selected as the subject for the 1947 
Schering Award Competition among medical stu- 
dents. Cash prizes of $500.00, $300.00 and $200.00 
will be given to the prize winners. 





The annual meeting of the American Hygiene 
Association will be held at the Hotel Statler, Buf- 
falo, New York. April 27-May 3. At the same 
time there will be held other meetings, such as the 
American Association of Industrial Dentists and 
a conference of Governmental Industrial Hy- 
gienists. 





HEALTH IN NEW ORLEANS 

The Bureau of the Census, Department of Com- 
merce, reported that for the week ending February 
8 there were 147 deaths in the City of New Orleans 
as contrasted with 109 the previous week. Of these 
deaths 101 were in the white population and 46 
in the colored with 17 of these being children under 
one year of age. For the succeeding week, Feb- 
ruary 15, the death rate was approximately the 
same as for the previous week, 149 deaths being 
reported this week, two less in the white and four 
more in the colored population, with two less in- 
fant deaths. The week of February 22 the death 
rate in the city was almost static as for the third 
week approximately the same number of people 
expired. In this particular week of the 144 deaths, 
94 were in the white population and 50 in the 
negro with 18 of the deaths being in children 
under one year of age. The March 1 report showed 
very little change. The total number of deaths was 
up to 155, most of the increase being in the white 
population, 110 of whom succumbed this week with 
45 negro deaths and of the total 13 were in chil- 
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dren under one year of age. The number of deaths 
for this week corresponded exactly with the three 
year median for this particular week. Again there 
was very little change in the total number of deaths 
the week ending March 8. There were 152 people 
who died in New Orleans this week, divided 92 
white, 60 non-white and 26 of whom were children 
under one year of age. 





INFECTIOUS DISEASES IN LOUISIANA 

The weekly morbidity report for the State of 
Louisiana for the week ending January 25 showed 
only three diseases reported in numbers greater 
than ten, namely, 32 cases of pulmonary tubercu- 
losis, 29 of influenza and 14 of chickenpox. For the 
week ending February 1 there was a marked in- 
crease in the number of reportable diseases. Cancer 
lead the list with 88 cases, followed by 82 of pul- 
monary tuberculosis, 58 of unclassified pneumonia, 
41 of measles, 33 of chickenpox, 29 of influenza, 
25 of pneumococcic pneumonia, 19 of scarlet fever, 
14 of diphtheria, 13 of whooping cough and 12 
of typhus fever. Nine of the typhus fever cases 
came from Orleans Parish. The following week, 
February 8, amebiasis with 23 cases reported, was 
the only disease listed in the correct weekly mor- 
bidity report, which exceeded ten in number. The 
weekly morbidity report for the week closing Feb- 
ruary 15 again listed only a very few diseases 
exceeding ten in number. These were measles with 
23 instances, pulmonary tuberculosis with 14 and 
hookworm infestation with 11. One case of polio- 
myelitis was reported this week from St. Landry 
Parish. For the week which terminated February 
22 cancer lead the reportable diseases with 57 
cases followed by 56 of pulmonary tuberculosis, 
28 of influenza, 25 of unclassified pneumonia, 13 of 
pneumococcic pneumonia and ten of diphtheria. 
The last report available, which is for the week 
which closed March 1, pulmonary tuberculosis was 
first with 56 cases, followed by influenza with 54, 
cancer with 48, chickenpox with 46, measles with 
27 and unclassified pneumonia with the same num- 
ber, followed by whooping cough with 19, septic 
sore ‘throat with 16, scarlet fever with 12 and 
diphtheria with ten. Of the rarer diseases there 
were five cases of meningococcic meningitis, four 
of undulant fever and seven of typhoid fever. 
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MONTHLY MORBIDITY FOR 
VENEREAL DISEASES 
STATE OF LOUISIANA 


Month Ending January 31, 1947. 


Total Total Total 

This Previous To Date 
Month Months 1947 

CHANCROID . 58 58 
GONORRHEA . 1284 - 1284 


GRANULOMA IN- 


GUINALE .......... 9 - 9 
LYMPHOPATHIA 

VENEREUM ...... 9 - 9 
sf. i. Zr 966 - 966 
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NATIONAL MEETINGS 


Following are reports of recent meetings held in 
Chicago. These conferences were attended by sev- 
eral of our members and we are indebted to Dr J. 
P. Sanders, member of the Committee on Rural 
Health, for preparation of these data. 


NATIONAL CONFERENCE ON RURAL 
HEALTH SECOND ANNUAL MEETING 
HELD IN CHICAGO FEBRUARY 7, 8, 1947 


_ Dr. F. S. Crockett, Chairman, opened the meeting 
at 9:45 a. m. and outlined some of the needs on 
rural health and rural medical service. Among 
things he stated that there should be a creation 
of a department of rural medical service that 
would study rural needs which include health, 
medical, social, economic and other problems of 
the community and not those of medicine alone. 
He stated that these were so entwined that it is 
impossible to segregate one from the other. 

The welcome address was given by Dr. George 
F. Lull, Secretary and General Manager, American 
Medical Association. He welcomed the organization 
in behalf of the American Medical Association, said 
that the American Medical Association is extreme- 
ly interested in all medical efforts particularly in 
the medical service council and the work of our 
organization. 


Dr. Lull’s talk was followed by a talk by Mr. 
Albert S. Goss on the farmer and the medical serv- 
ice program. Mr. Goss is master of the National 
Grange from Washington, D. C. and he brought 
out the following points: 


(1) That the farmer’s ability to pay before the 
war was $200.00 per capita as compared 
with $800.00 per capita with the rest of 
the population. That in 1946 with increased 
farm prices his income was only $740.00 per 
capita as compared with $1,260.00 per cap- 
ita. 

(2) That the farmers are usually too far from 
medical centers to receive good medical care. 
That on the average there is one doctor to 
1,700 farm people whereas the urban areas 
have one doctor to 650 people. That there 
is only one bed per thousand people in rural 
areas whereas good medical care requires 
that there be three or four beds per thou- 
sand. 


— 


Doctors do not like inconveniences and low 
income. 


(4 


Farm accidents are 53 per thousand in com- 
parison to urban centers that have only 17 
accidents per thousand though the farmers 








(5) 


(6) 


(7) 
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accidents are usually more minor than those 
of the city brother. 

Farmers are not as healthy as city folks. In 
the Armed Services 41 out of 100 were re- 
jected by induction boards while only 25 per 
1C0 were rejected from the cities. 

The cost of adequate medical care has in- 
creased considerably. 


People are turning to cooperative medicine. 


Finally Mr. Goss suggested that all the farm 
groups including the farmers union, the schools, 
the churches and the medical societies be organized 
to solve the problem and avoid State control. 


Methods of bringing and holding doctors in rural 


areas 


from Fort Collins, Colorado. 


was discussed by Dr. Fred A. Humphrey 
He brought out the 


following points: 


(1) 


(2) 
(3) 


(4 


— 


Dr. 


How are we going to keep them on the 
farm? 
What is a rural community? 


Two groups are interested—the farmers 
themselves and the doctors involved. 

That the general plans should be flexible 
enough to satisfy the needs of any rural 
community. 

The rural people themselves must feel the 
responsibility for proper medical care. 
Residencies should be given in general hos- 
pitals on general practice. 
The prestige of the general 
must be increased. 

That the general practitioner must be given 
extra training probably for short periods. 
Humphrey’s discussion was followed by a 


practitioner 


talk by Mr. Chester of the Missouri Farm Bureau 
Federation, Jefferson City, who brought out the 
following interesting facts: 


(1) 


(2 


_— 


(3) 


(4) 


(6) 


(i) 
(8) 


He 
(1) 


There is a constant drainage of doctors 
from rural areas. 

Osteopaths are practicing medicine in many 
rural areas. 

There is one doctor to every 1,500 people 
in the rural areas whereas there is one 
doctor to 430 people in the most populous 
rural area and that 43 per cent of the doc- 
tors are over sixty year of age. 

That doctors are human beings like anybody 
else and want good income, good roads, good 
equipment, hospital facilities and prepay- 
ment medical plans. 

That subsidies should come only as a last 
resort. 

That every effort be made to increase the 
farmer’s income. 

That better roads be. provided. 

Better living conditions are needed for the 
doctor and his family as well as the com- 
munity as a whole. 

made the following recommendations: 
That young doctors be interested in rural 


(2) 
(3) 
(4) 
(5) 


(6) 


medical education and not the specialities 
while in school. 

That medical education stress 
practice. 


more rural 
That rural internships be provided. 

That doctors be picked out for leadership. 
That local residents quit by-passing their 
local doctors for the more urban centers. 


That prepayment medical plans be put in 
operation. 


Hospital Facilities and Health Centers for Rural 
Areas were discussed by Mrs. Roy C. Weagly, 
President, The Associated Women of the American 


Farm 


Bureau Federation, Hagerstown, Maryland. 


Mrs. Weagly brought out the following points: 


(1) 


~ 
w 
_— 


(4 


— 


Mr. 


That the Hospital Construction Act, House 
Bill No. 725, commonly known as the Hill- 
Burton Act, will help build non-profit hos- 
pitals all over the country. 

That the rural areas should get their share 
equal with urban areas. 

That the general over-all plan and study 
should be made first—before construction is 


‘started. 


That all sorts of hospitals should be taken 
care of such as general hospitals, tubercular 
hospitals and others that may be necessary. 
That general care for patients such as 
emergency and minor cases should be treated 
in these hospitals. 


Fichter was represented by Mr. Halverson 


from his own office, representative of the Ohio 


State Grange. 


(1) 


(2 


— 


Dr. 


He stated: 


That a state survey of Ohio is being made 
in order to find where hospitals are actually 
needed. 


That state aid and local capital are being 
provided. 


That farm representatives should be on all 
of these hospital boards. 


Robin D. Buerki, Dean, Graduate School of 


Medicine, University of Pennsylvania, Philadel- 


phia, 


Member Advisory Board, Federal Hospital 


Council, brought out the following points: 


(1) 


(2) 


(4) 
(5) 


(6) 


That the Federal Hospital Council will not 
support any type of poor medical care. 
That before any hospital is built a plan 
must be developed whereby the maintenance 
of the hospital shall be cared for which 
ordinarily amounts to one-third of the ori- 
ginal cost per year. 

That too many specialists are being trained 
and not enough doctors. 

That the specialist be limited entirely to his 
specialty. 

That there must be a change in the view- 
point relative to rural medical service. 
That the United States now has the best 
medical service in the world. 
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VOLUNTARY MEDICAL PREPAYMENT PLANS AS 
THEY APPLY TO RURAL COMMUNITIES 

Mrs. Gladys T. Edwards, Director of Education, 
Farmers Educational and Cooperative Union of 
America, Denver, Colorado, was not present but 
was represented by Mr. Birks of her office. 

(1) That it is now time for action instead of 

talking. 

(2) That the economic condition of the rural 
people should be raised and that the biggest 
cause for the lack of proper medical care 
is due to lack of income. He stated that one- 
half of the farm people of the United States 
have an income of less than $1,000.00 per 
year per family and that some have less 
than $400.00 per year. 

(3) That farmers have less income than their 
city brethren. 

(4) That the farmers’ union and other farm 
organizations are in favor of a voluntary 
prepayment medical plan. 

(5) That we must increase the farmers’ income 
if we are to bring up to the proper standing. 

(6) That they will pay health services cooper- 
atively because the cost is smaller. 

Dr. James R. McVay, Vice Chairman, Council 
on Medical Service, American Medical Association, 
Kansas City, Missouri, stated that: 

(1) Hospital and prepayment medical plans 

have been working—the first originated in 
1882 by North Pacific Railroad. It was fol- 
lowed by the Blue Cross plan in 1939 and 
state plans are being. carried out in Wash- 
ington and Oregon from about the same 
year. 

(2) That the veterans are turned back to the 
home town doctor. 


(3) That what we need is cooperation, study and 
expansion. 

(4) Nursing and dental care as well as medical 
care is being tried out in some states while 
others only cover surgical, obstetrical and 
other catastrophic illness. 

(5) Premiums run from $1.25 per person to 
$4.85 and $3.00 per family to $10.40 per 
family per month depending upon the type 
and amount of services rendered. 

(6) That the members of the medical profes- 
sion must be kept informed as well as the 
prepayment consumed. 

Mr. J. S. Jones, Secretary, Minnesota Farm 
Bureau Federation, St. Paul, brought out that this 
meeting is a healthy indication that the Blue Cross 
and other hospital plans have been in operation 
for many years and should be combined with pre- 
payment medical plans. 

(2) That large groups 
tively. 


should work coopera- 


(3) That no one wants Government in Medicine. 


REPORT ON ROUND TABLE DISCUSSION 


(1) That the Hill-Burton Bill provides for com- 
munity clinics, hospitals, hospital-clinics and 
public health centers. 


(2) There is $75,000,000 appropriated yearly 
for five years for hospital construction. 
(3) That an equal amount of money must be 


raised by the State and by the community. 
(4) That a complete over-all survey must be 
made before construction starts and this 
must be done by the State Hospital Council. 
(5) That interested farm groups must be con- 
tacted and gotten interested. 


(6) The following four-point program was 
recommended: 

(a) That the Hill-Burton plan should be 
followed. 


(b) Educate the population as to what is 
being attempted and wanted. 

(c) That the community itself must take 
action. 

(d) That there must be cooperation with 
State groups. 

In the discussion Dr. Voss brought out that 
geriatrics—medical care and otherwise had been 
taken care of and that there was no provision made 
for convalescent care. 


Dr. Shaw, of Iowa, pointed out that the bill pro- 
vided for fifty or more beds when many times in 
rural areas a hospital of fewer beds is actually 
needed and where a hospital with only twenty-five 
or thirty beds would be capable of doing fine work 
but the cost of beds can not be more than in larger 
hospitals. 


Dr. Walpeck of Salt Lake City, Utah, stated 
that mining towns and communities have to be 
cared for. That it is often more practical to send 
the specialist to the small hospital than to move 
the patient to a larger medical center. 

Dr. Davis of the Federal Hospital Council said 
that there is no limit on number of beds. It de- 
pend: entirely upon the needs of the community 
and that he is against any plan that requires a 
community to build a hospital larger than it ac- 
tually needs. 

Methods of bringing and holding physicians and 
dentists in rural areas by Mr. J. S. 
Dr. H. B. Mulholland. 

They recommended the following: 

(1) The development of State 
Health Councils. 

(2) The development of health facilities in rural 
areas with stress on good income for farm 
groups. 

(3) That a well planned program be developed. 

(4) That the medical schools teach more of the 
economic side of medicine. 

Mr. Lloyd Jones brought out that these facts 
should be carried back home to our people, the 
doctors and others. 

Mrs. Goss stated that we must develop the Na- 


Jones and 


and County 
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tional, State and County Councils with all groups 
interested brought in—the medics, farmers, farm- 
mers’ unions, P.T.A. 

Professor Mather of Pennsylvania stressed the 
point that the loyalty of the farmers is not to the 
county but to the entire community and that com- 
munity pride should be stressed. 

Dr. Miller of Kentucky also discussed community 
loyalty and also brought out the point that the 
living place for the doctor and his family is im- 
portant and that the community must be made 
aware of this condition. 

Mr. Halverson of Ohio suggested the point that 
scholarships be awarded the rural students who 
would come back and practice in the rural areas. 

Dr. Panquest of Mississippi stated that this state 
is awarding such scholarships of $5,000.00 per 
student with an agreement that he return and 
practice in a rural area from two to five years. 

VOLUNTARY PREPAYMENT MEDICAL PLANS 
Dr. James F Doughty of Tracy, California, read 
report including the following: 


~ 


(1) That all prepayment plans be extended on 
a statewide basis. 

(2) That prepayment medical plans be put on 

an educational basis. 

(3) Plans be sound financially and as liberal as 

possible. 

(4) To be complete and adequate. 

(5) To take care of the general practice par- 

ticularly in rural communities. 

(6) That the community study its problems and 

develop its own plans. 

(7) That it be voluntary and on a non-profit 

basis. 

Dr. Davis brought out that the plans should be 
approved by the County and State Medical Socie- 
ties. 

Dr. Scott of New Jersey defended the law in his 
state which provides that these participating in- 
surance companies should have a majority of med- 
ical men on their governing boards. 

NURSING NEEDS OF RURAL COMMUNITIES 

Mrs. Charles W. Sewell read the following re- 
port: 

(1) Education for nurses must start in the 

home. 

(2) That high school nursing and home nursing 

should be started in high schools. 

(3) Programs should be developed for nursing 
in rural areas. 

Practical nurses or nurses’ aides should be 
trained. 

(5) Commensurate pay for training and services 

rendered should be encouraged. 

Dr. Glem Davis of Michigan brought out the 
difference in trained nurses which require three 
years’ full time training and a nurses’ aide which 
requires one year, part time. 

Dr. Minch of Michigan stated again that the 


(4 


~~ 


P.T.A.’s, schools and teaching institutions should 
be interested in nursing care. 

Dr. Bernard of Minnesota stated that nurses 
should be trained in rural hospitals. 

HEALTH COUNCIL AS AGENCY FOR PROMOTING 

RURAL HEALTH 

Dr. J. Paul Jones from Alabama read a report 
in which was recommended the following: 

(1) Organization of the health communities. 

(a) By those who give and those who re- 
ceive medical care. 
(b) Governmental agencies to assist in this 
work. 
Objectives 

(1) Interchanging of opinions. 

(2) Medical care curricular. 

Functions of the Health Council: 

(1) Make surveys and find the needs. 

(2) Obtain needed facilities and personnel. 

(3) Plan ways and means of raising money and 

operation. 

(4) Dissemination of information and promote 

meetings. 

Miss Becker of Nebraska stressed the importance 
of disSemination of information. She stated that 
5,000 county agencies in the United States could 
be used as well as the P.T.A. organization in 
getting this type of information across. 

Dr. Henry of Little Rock, Arkansas, stated that 
80 per cent of his state was rural and that their 
organization was already working together on a 
cooperative basis. 

Mr. Goss said that the councils should definitely 
be on a county level. 

A number of others spoke in favor of these 
health councils for rural areas and Father Butler, 
of Tennessee, stressed the importance of the use 
of the churches in the rural communities for the 
dissemination of information particularly in the 
rural churches. 

MEDICAL CARE FOR LOWER INCOME GROUPS 


Mr. Owens and Mr. Anderson stated that there 
is too little time and the definitions are too vague 
for as complete a study as is necessary to make 
definite recommendations. For example, they stated 
that they did not know what constituted medical 
care, whether it was complete, whether it included 
hospitalization, dental and nursing care or whether 
it should be limited to certain types of medical 
care alone. Then they brought up the question of 
what is a low income group. 

The following suggestions were offered: 

(1) That there be a sliding scale of fees. 

(2) Prepayment medical insurance. 

(3) Tax support for indigents. 

(4) Adequate medical care for all. 

The following recommendations were made: 

(1) That health is a result of economic status. 

(2) That low income groups probably cover 85 

per cent of all population. 
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(3) That a comprehensive study be made of the 
medical care needs of each community. 

(4) That complete health care be planned for all. 

(5) That we either have a voluntary prepay- 
ment medical insurance supplemented by tax 
funds or adopt a national health plan by 
taxation. 


Dr. Garnett, of Virginia, stated that a great 
many people in his state are not getting adequate 
medical care, that prepayment medical insurance 
is definitely important and that one-third more 
children are in the poorer income group than in 
the higher brackets. He stated that in his state 
there are 100,000 white families and 65,000 negro 
families in the lower income group. 

Reverend Adams, or St. Louis, represented the 
Catholic conference. He thanked the A. M. A. for 
its interest and activities. He thought that there 
was not time for complete reports but that a study 
should be continued. He stated that one-third of 
the cities are slum districts, that we should have 
more preventives in schools and definite health 
programs. He stated that we should definitely fos- 
ter local groups. 

At a breakfast in the Palmer House on Febru- 
, a regional meeting was held of the repre- 
sentatives from Florida, Georgia, Alabama, Mis- 
sissippi, Louisiana and Arkansas with the follow- 
ing representatives present. 


ary 8 


Mr. J. Paul Jones, Camden, Alabama, Chairman 

Dr. Henry, Little Rock, Arkansas 

Dr. Reed, Arkadelphia, Arkansas 

Dr. Holland, Leesburg, Florida 

Dr. Guy Jones, Lockport, Louisiana. 

Dr. M. C. Wiginton, Hammond, Louisiana 

Dr. J. P. Sanders, Shreveport, Louisiana 

It was decided that a regional meeting be held 
ia the near future probably in Biloxi, Mississippi. 

Regional reports were made from most of the 
states of the United States. 

Reports were given upon what is going on in 
the working out of the Hill-Burton Bill, the adop- 
tion of the prepayment medical plans and methods 
of attracting younger men to rural areas. Most 
of the points that have been brought out in earlier 
meetings came out again in these discussions. 

The meetings was adjourned with recommenda- 
tion that a third meeting be held next year. 


ANNUAL CONFERENCE ON MEDICAL 
EDUCATION 

Dr. H. G. Weiskotten, chairman, gave some in- 
teresting points on current problems in medical 
education. 
RESIDENCY PROGRAMS IN VETERANS HOSPITALS 

Dr. Loren R. Chandler, San Francisco, Dean, 
Stanford University School of Medicine, acted as 
moderator. 

Dr. Paul B. Magnuson, Washington, D. C., Act- 
ing Assistant Medical Director for Research and 


535 


Education, Veterans Administration, went into 
considerable detail relative to the way the Veter- 
ans Administration is trying to cooperate with 
civilians and civilian medical schools and civilian 
doctors in carrying out the care of the veterans. 
He stated that the Veterans Administration is at- 
tempting to get the closest cooperation from all 
concerned for the best care of the disabled veteran. 
He stated that he had had 100 per cent cooperation 
from Washington and almost 100 per cent coopera- 
tion from the medical schools and civilian doctors 
themselves. 

Dr. Harold §. Diehl from Minneapolis, Dean, 
University of Minnesota Medical School, explained 
how the training of residencies in the University 
of Minnesota is worked out. 

Dr. Tinsley R. Harrison, Professor of Internal 
Medicine, Southwestern Medical College, Dallas, 
Texas, stated that they have two Veteran Admin- 
istration hospitals, one ten miles west and one 
thirty miles north, at McKinney, Texas. 

Dr. J. Roscoe Miller, from Northwestern Uni- 
versity Medical School, Chicago, Illinois, and Dr. 
Burrell O. Raulston, University of Southern Cali- 
fornia, spoke of the fine cooperation that they are 
getting from Washington and from residents in 
their respective schools. 

MEDICINE AND NATIONAL SECURITY 

Dr. Edward L. Bortz, Philadelphia, Chairman, 
Committee on National Emergency Medical Serv- 
ice, American Medical Association, brought out 
the following facts: 

(1) That during World War II there were 65,- 
000 doctors in the Armed Forces to take 
care of fifteen million personnel leaving 
approximately 100,000 to take care of one 
hundred twenty million civilians. Obviously, 
it left the civilian population improperly 
cared for, the home doctors overworked 
and many of the military physicians with 
nothing to do. 

(2) National emergency to civilian needs should 
be considered along with military needs. 

(8) Medical personnel should not be called to 
military service until actually needed. 

(4) Young doctors are not attracted in the 
military services as a life’s work but this 
should be encouraged. 

(a) By scholarships such as West Point 
and Annapolis. 

(b) Superior ;oung men should be invited 
into the Armed Services. 

(c) Better training should be provided dur- 
ing peace years. 

(d) Administrative and clinical officers 
be studied thoroughly and used where 
most efficient. 

Selective Service should study the fatigue 

element under the accelerated program and 

there should be a cabinet officer for the 
health office. 
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Dr. Harvey Stone, Baltimore, John Hopkins 
University School of Medicine, brought out that 
the Surgeon General should have a cabinet posi- 
tion, that the armed forces should stop frequent 
rotations, that the assistance of selecting nurses 
through the Red Cross be done away with, that the 
right men should be put in the right places, dis- 
tribute medical personnel only as to needs, stop 
giving medical men non-medical men’s duties and 
try to attract and keep young progressive medi- 
eal officers. 

Dr. Hareld C. Lueth, Omaha, Nebraska, Dean, 
University of Nebraska College of Medicine sug- 
gested: 

(1) That in times of peace a classification of 
all natural resources including medical per- 
sonnel should be gotten. 

(2) Reorganization of procurement and assign- 
ment services. 

(3) Improve the services by National Security 
Board. 

ACADEMIC PERFORMANCE OF 
VETERANS 


PREMEDICAL 


The afternoon session was opened by Dr. Roy 
R. Kracke, Birmingham, Alabama, Dean, Medical 
College of Alabama, with the following observa- 
tions: 

(1) Students are three and one-half years older. 

(2) Forty per cent are married. 

(3) Studies are harder. 

(4) Desire to get out as early as possible. 

(5) Preferences are the following: 

(a) Engineering 
(b) Business 
(c) Premedical 
(6) Much better student than before he went 
into the war. 
THE HOSPITAL SURVEY AND CONSTRUCTION 

Dr. Thomas Parran, Washington, D. C., Surgeon 
General, United States Public Health Service, gave 
some interesting remarks. He stated that the act 
provides for the following: 

(1) Survey 

(2) Planning 

(3) Construction 

(4) Decentralization 

(5) Consumer participation 

He stated that there should be a Federal Hos- 
pital Council, composed of eight members, a State 
Hospital Council and an Advisory Committee. 
He stated that forty-seven states and territories 
had already started their surveys. 

Building hospitals is determined by per capita 
income in each state. Funds are available for mas- 
ter state plan only, for general, tubercular, ortho- 
pedic and other special hospitals but not for domi- 
ciliary care. It provides for laboratory, out- 
patients, x-ray, nurses homes and other related 
facilities and plans for medical, nursing and tech- 
nical help. 

Increased need for more medical care: 


ACT 
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(1) Sixteen per cent of all population is now 
over fifty-five years old. 
(2) Fifty-two hundred medical graduates per 
year with 3,600 deaths will give us only a 
net gain of 7,000 doctors by 1960. 
Sixteen thousand doctors will be needed by 
Army, Navy and Public Health Services. 
Better financial status will increase the 
desire for medical attention. 
Estimated that there would be a deficit of 
30,000 physicians by 1960, a deficit of 90,- 
000 dentists, many thousand nurses and 
possibly a deficit in other categories such as 
technicians, etc. 

Dr. Graham Davis, Battle Creek, Michigan, Di- 
rector, Division of Hospitals, W. K. Kellogg Foun- 
dation; Member, Federal Hospital Council, in dis- 
cussing Dr. Parran’s paper said that this was 
not a plan but a program, that while poor states 
could get more money that they had to raise more 
money to meet the plan. He suggested that there 
be a combination of hospital and prepayment plans 
wherever this is feasible. 
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RESPONSIBILITIES OF 
TO A 


A MEDICAL 
COMMUNITY 

Dr. James A. Greene, Houston, Texas, Professor 
cf Medicine, Baylor University College of Medi- 
cine, went into the many various responsibilities 
of the medical school to the community. It serves: 

(1) Undergraduate training. 

(2) Research. 

(3) Graduate training. 

(4) Post-graduate training. 

(5) Selects medical personnel in different com- 

munities. 


SCHOOL 


MEDICAL APPLICATIONS OF ATOMIC 


Dr. Hymer L. Friedell, Cleveland, Director, De- 
partment of Radiology, University Hospitals, 
Western Reserve University School of Medicine, 
gave an interesting ultra-scientific talk of atomic 
erergy in relation to future medicine particularly 
along the line of radiology. 

Dr. Friedell’s paper was discussed very ably by 
Dr. Raymond E. Zirkle, Chicago, Director, Insti- 
tute of Radiobiology and Diophysics, University of 
Chicago. 

At the dinner Dr. Andrew C. Ivy, Chicago, Vice- 
President, Chicago Professional Colleges, Univer- 
sity of Illinois, gave a very interesting discourse 
on the Nazi War Crimes of a Medical Nature. He 
mentioned all of the crimes that we have read 
about in newspapers, many of which were carried 
on under the name of medical research but which 
are only medical torture. 


ENERGY 


FEDERATION OF STATE MBDICAL BOARDS 


Presidential address by Dr. N. D. Buie, was read 
by Dr. Connally from Waco, Texas, because Dr. 
Buie was ill. He enumerated the advances that 
had been made in state medical licensure in Texas 
during the past forty-six years. 
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FOREIGN MEDICAL GRADUATES 


Dr. Victor Johnson, Chicago, Secretary, Council 
on Medical Education and Hospitals, American 
Medical Association, stated that since the war be- 
gan in 1940-41 it was impossible to determine what 
the status of the students in foreign medical 
schools have been, what type work they are doing, 
whether they have actually graduated from the 
school they claimed to be graduated from or the 
nature of their training. He suggested the follow- 
ing points in the consideration of foreign grad- 
uates: 

(1) That only credentials sent directly from the 

schools should be considered. 

(2) He should meet certain entrance require- 
ments to medical schools. 

(3) The student should be examined only by 
men who teach those subjects. 

(4) Only two years of medical credit should be 
given. 

(5) Freshmen should have at least one year 
premedical work before they enter medical 
school in this country. 

He stated that we should be sure that his grad- 
uation is authentic, citizenship should be required, 
he should pass one of the State Boards or the Na- 
tional Board, that his residency should be in this 
country and admitted to the County Society in 
which he is living. 

In 1945, 475 foreign graduates took board ex- 
aminations in the United States, 345 of those took 
them in New York. He stated that many times 
the United States Department of Education can 
help in determining the quality of the schools 
from which the student graduates and the fact 
that his credentials are authentic. He warned that 
we should beware of faked medical credentials. 


MEDICAL LICENSURE IN CALIFORNIA 


Dr. Frederick N. Scatena, Sacramento, Califor- 
nia, Secretary, California Board of Medical Ex- 
aminers, stated that four methods are used for 
obtaining licensure in California: 

(1) Examination. 

(2) Commission in the Medical Corps of the 

Armed Services. 

(3) Reciprocity. 

(4) Diplomate of National Board. 

He stated that foreign graduates have to be cit- 
izens of this country, must be graduates from ap- 
proved schools and either spend their fourth year 
in California or have one year of rotation intern- 
ship before they can be licensed. He stated that 
they have had two invasions of California by med- 
ical men and have increased the medical men 1,400, 
that they have 16,500 licensed to practice in Cali- 
fornia, 2,000 of whom are inactive and 1,000 still 
in the Armed Forces. He stated that their exami- 
nations consist of two parts, written and an oral. 
They are able to examine about 156 per day, that 
their examinations are unusually stiff and before 
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a doctor should move to California to practice 
medicine he should make sure he will be allowed 
to practice in that state before he moves out there. 
CONDUCT AND VALUE OF PRACTICAL 
EXAMINATIONS IN MEDICAL LICENSURE 

Dr. Edwin S. Hamilton, Kankakee, Illinois, 
Member, Professional Examining Committee, IIli- 
nois Department of Registration and Education, 
was absent and his paper was read by Dr. Josiah 
Moore. He stated that their practical groups are 
made up in four sections, one-hour practical ex- 
amination on each section: 

(1) Surgical. 

(2) Medical. 

(3) E. E. N. T. 

(4) Pathological and Clinical Laboratories. 

He stated that a total of 300 points is required 
on all or an average of 75 per cent and that their 
failures are about 10 per cent whereas Califor- 
nia’s ranges from 40 to 60 per cent. The written 
examination is given on ten subjects with an 
average of 75 required and no grade must be be- 
low 60. His opinion was that the two examina- 
tions are very satisfactory in determining whether 
or not a man should be licensed. 


A PROPOSED UNIFORM BASIC SCIENCE LAW 


Dr. Orin E. Madison, Detroit, President, Amer- 
ican Association of Basic Science Boards, enumer- 
ated the basic sciences as: 


(1) Anatomy. 

(2) Physiology. 

(3) Chemistry. 

(4) Bacteriology. 

(5) Pathology. 

(6) Pharmacology. 

In his opinion, a Ph.D., man who had majored 
in certain subjects is probably better qualified to 
teach medical students than an M. D. who has not 
majored in it. He outlined in considerable detail 
the typical basic science law that should be 
passed in each state and recommended that the 
examination be given by basic science men who 
are not in its practice in any form—that each ex- 
amination cover a two-hour period and that two 
days be required to give the examination. Then he 
ended what otherwise would have been a good pa- 
per by advocating that M. D.’s get together with 
osteopaths and chiropractors and work out a pro- 
gram that is agreeable to all. 

RECENT LEGISLATION AFFECTING 
MEDICAL LICENSURE 

Mr. J. W. Holloway, Jr., Chicago, Director, Bu- 
reau of Legal Medicine and Legislation, American 
Medical Association, mentioned a number of laws 
that have been passed in the different states. One 
stood out in particular, a Tennessee law, that 
stops all naturopaths, osteopaths, and chiroprac- 
tors from practicing in the state. Texas has a new 
bill proposed which redefines the medical practice 
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act that would preclude osteopaths on their ex- 
amining boards and limits chiropractors and na- 
turopaths to drugless therapy alone. 

PRESENT DAY TRENDS IN MBDICAL LICENSURE 


In the afternoon a panel discussion was held. It 
was brought out that there is no list of approved 
foreign schools and that the National Board in 
New York which examines most of these foreign 
doctors accepts no foreign graduate who grad- 
uated since 1942. Some brought out the fact that 
the basic sciences should be taught by an in- 
structor who holds an M. D. degree because he 
understands better the viewpoints of the physi- 
cians and considerable exception was taken to the 
portion of Dr. Madison’s paper in which he ad- 
vised M. D.’s to sit down together with osteopaths 
and chiropractors. 


NATIONAL CONFERENCE ON MEDICAL SERVICE 


The meeting was called to order by Dr. Cleon 
A. Nafe, Indianapolis, Indiana. 

Dr. Joseph S. Lawrence, Council on Medical 
Service, American Medical Association, Washing- 
ton, D. C., discussed plans of the American Med- 
ical Association for medical service particularly 
in rural areas. 

Dr. Herman E. Hilleboe, United States Public 
Health Service, Washington, D. C., explained in 
detail Public Law #725 commonly known as the 
Hill-Burton Hospital Bill. He stated: 

(1) That finding the needs of the country was 

of first importance. 

(a) That the bill provides $3,000,000 for 
master survey of every state in the 
Union to find out where hospitals are 
needed and can be placed to the great- 
est advantage. 

(b) That this survey should be carried out 
under a state council, organized in each 
state with the help of the public health 
department wherever necessary. 

(c) It also provides for $75,000,000 per 
year for five years for construction 
needs. 

(2) That hospital building is provided for on the 
basis of one to two. That is, the Federal 
Government will supply one-third of the 
cost and the state and community will pay 
the other two-thirds. 

That all types of hospitals are provided for, 

such as, tubercular, orthopedic, obstetrical 

and other special types of hospitals but that 

no provision is made for domiciliary care. 

(4) Provision is made for the building of new 
hospitals, repair of old hospitals already 
built and construction of additions to hos- 
pitals now in existence. 

(5) That is strictly a grant in aid. 

(6) That it is not a federal project but strictly 
a state or local one and the initiation of the 
project must be started with the community 
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after the national plan of the state made 
by a survey of the state hospital council has 
been made. The United States Public Health 
Service only guides and directs and in no 
way dominates either the construction of 
the hospital or the operation after it has 
been constructed. 

VETERANS CARE: WHERE DO WE GO FROM HERE? 


Dr. Paul B. Magnuson, Veterans Administration, 
Washington, D. C. made an extended statement at 
the beginning of his discussion about the plans 
and purposes of General Hawley and General 
Bradley in the Veterans Administration’s care of 
disabled veterans. He stated that General Bradley 
has turned the job of medical care entirely over 
to General Hawley and that General Hawley has 
emphasized one plan for the care of the veteran 
which stood out in every endeavor which they 
were attempting. That is, what is best for the vet- 
eran? He stated that all red tape would be cut, 
most reports done away with in getting the best 
job done by the best people in the best way in the 
shortest length of time. 

The following factors were emphasized: 

(1) Keeping A. M. A. principles in medical 

practice. 

(2) There are too many specialties. What the 
country needs and the veterans need in par- 
ticular, are more practitioners of medicine. 
Physiologists are needed as well as path- 
ologists. 

(4) Didactic courses are not appreciable in 
hospital training but bedside training is im- 
portant. 

(5) Veterans hospitals need help from the civil- 
ian physicians. 


> 
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MEDICAL COOPERATIVES 
Mr. L. S. Kleinschmidt, Council on Medical 
Service, American Medical Association, Chicago, 
Illinois, brought out the following: 

(1) That farm groups are now working out 
their own programs—compulsory insurance 
of any type is not acceptable. 

(2) That there is a general cooperative move- 
ment among all farm groups, medical, hous- 
ing, et cetera. 

(3 


That there are 15,000 of these cooperative 
groups, 7,000 consumers and 8,000 pro- 
ducers and that three-fourths of all of 
them are rural in nature; they have eleven 
million families of consumers served and 
eight million families of producers — an 
average of 4.8 per family. These figures 
represent some duplication. 

(4 


That the organization starts with the lo- 
cal group, then there is a regional group 
and finally a national cooperative congress 
which elects a director and sets the poli- 
cies of the cooperatives. 
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(5) The A. M. A. and this Council has ap- 
proved the cooperative health movement. 
DEVELOPMENTS IN THE COUNCIL ON 

MEDICAL SERVICE 
Mr. Thomas A. Hendricks, Council on Medical 
Service, American Medical Association, Chicago, 
Illinois, brought out the following: 

(1) We need more publicity about what the 
medical profession in general is doing for 
medical services. We should tell the whole 
world about it. 

(2) We should act now in all of our plans and 

not wait for the future. 
(3) Forty-six states are either working on or 
have already adopted some sort of prepay- 
ment medical plan. Fifty-two plans have al- 
ready been approved by the A. M. A. Coun- 
cil on Medical Services. 
How shall the association medical care plan 
function? He then produced two charts il- 
lustrating the inner relationship from the 
House of Delegates, through the Board of 
Trustees, the Council of Medical Service, all 
the way down through the State and Coun- 
ty Medical Societies and the various councils 
of the A. M. A. and inner relationships. 

At the panel discussion that afternoon many 

thoughts were brought out: 
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(1) That the general practitioner should be 
given his rightful place on the hospital 
staff. 

(2) That the Board of Directors be appointed 
from the hospital staff itself. 

Dr. Creighton Barker, New Haven, Connecticut, 
brought out that we are not producing enough 
doctors because many cannot afford to study medi- 
cine because of financial reasons. 

Dr. Dunean W. Clark, Associate Dean, Long 
Island College of Medicine, Brooklyn, New York, 
emphasized the enormous trend toward specializa- 
tion of the medical students and interns at the 
present time. He stated that at the present time 
there are graduated about 5,400 doctors a year 
and 5,600 are lost by death, that there are a few 
gained by foreign graduates. He suggested the fol- 
lowing for the encouragement of more doctors: 


(1) Grants and aids such as scholarships. 

(2) That women be encouraged to go to medical 

schools. 

(3) That the quality of medical teaching should 

be kept up and improved wherever possible. 

(4) That many doctors are not in active prac- 

tice due to advanced age or other disability. 

(5) That group practice be encouraged where 

possible in order to give better type of care. 

(6) That prepayment medical plans be encour- 

aged by groups. 

Dr. Darley, Dean of the University of Colorado, 
stated that there should be developed an academy 
or college of general practitioners and that the 
A. M. A. might create a specialty board along 
those lines. He stated that their college was spon- 
soring such residencies and that they had seven 
now taking that work and would have twelve by 
August. He brought out the enormous sacrifice 
that the men are making in developing specialties. 

Dr. Leo G. Christian, Vice-Chief of Staff, St. 
Lawrence Hospital, Lansing, Michigan, stressed 
the importance of general practice in the hospital 
and stated that more doctors and less specialists 
are definitely needed. He stated that in our fight 
on socialized medicine we have to depend upon the 
general practitioner to win the fight. 

Dr. Thomas P. Murdock, Chief of Staff, Meriden 
Hospital, Meriden, Connecticut, gave a program 
for the organization of a hospital: 

(1) The Chief or Director of the Hospital. 

(2) The Vice or Assistant Director. 

(3) Chief of Surgery. 

(4) Chief of Medicine. 

(5) Chief of Obstetrics. 

(6) Possibly others. 

He stated that the program committee was pos- 
sibly the most important committee, that ward 
rounds and conferences should be held regularly 
and that a well regulated hospital should have a 
pathologist, radiologist and anesthetist. Heads of 
the various departments should be certified men 
but this action should not be retroactive. A junior 
member should serve for five to six years and then 
be promoted to senior. The governing board should 
be purely local. 
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Dentistry: An Agency of Health Service: By Mal- 
colm Wallace Carr, D. D. S. New York, Com- 
monwealth Fund, 1946. Pp. 216. Price $1.50. 
This book was sponsored and subsidized by the 

New York Academy of Medicine. It presents, in 

an orderly fashion, a panoramic view of the de- 

velopment and progress of dentistry in America 
up to the present time and points out some of the 


needs for future development in this important 
field of health service. The author being a dentist 
(oral surgeon), the entire work presents the sub- 
ject from the dentist’s viewpoint. 

Chapter VI, Hospital Dental Service, deals at 
some length with this somewhat more recent in- 
terest and activity of dentistry, and suggests the 
organization, duties and functions of the depart- 
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ment. Several of these sound almost ideal, if they 
could be carried out. For instance (p.96) “not only 
should the patient’s mouth be in a hygienic state 
but also the mouths of all who attend the patient— 
the surgeon, the anethetist, the nurses, the in- 
terns.” Again, (p. 100) it is suggested that appli- 
eants for admission to the school of nursing 
should be properly examined (dentally) and the 
recommendations for treatment should be carried 
our before they are accepted. All this would be 
fine as far as it goes, if it can be done. 

Three chapters dealing with research discuss 
the need for financial support, some problems, and 
the progress that is being made on them, and fi- 
nally research in dental materials. 

Dentists, physicians, and others will be inter- 
ested in the general information relative to the 
organization of the profession of dentistry and 
the present, favorable position (mostly as part of 
universities) of dental education. 

C. C. Bass, M. D. 





Electrocardiography Including an Atlas of Elec- 
trocardiograms: By Louis N. Katz, A. B., M .A., 
M. D., F. A. C. P. (Second edition thoroughly 
revised with 525 engravings, including over 
1,000 electrocardiograms). Philadelphia, Lea & 
Febiger, 1946. Pp. 824. Price $12.00. 

This second edition, like the first, is divided into 
three sections. There are 824 pages including the 
bibliography. In the first edition there were 540 
pages. 

In the first section of the book there are de- 
scriptions of galvanometers, different leads and 
electrical principles as applied to the electrocardio- 
gram and its place in practice. 

In the first edition the author employed two 
chest leads. In this edition he has added CF 5. In 
other words he now uses three chest leads—CF 2, 
CF 4 and CF 5. It is believed that most cardi- 
ologists would recommend more than three chest 
leads. In some cases additional information can be 
obtained by moving the electrode farther to the 
right or to the left or even above these positions. 

In section two, Chapter VI, he describes sep- 
arately normal P waves, PR intervals, QRS com- 
plexes, ST segments, the T wave and the normal 
U wave. The effect of posture and age and its 
influence is mentioned. Most of these reproduc- 
tions are good. There are tables throughout the 
book showing the salient features of normal and 
abnormal deflections. This should be of some bene- 
fit to the beginner. 

In Chapter VII, he begins the descriptions of 
abnormal electrocardiograms. He advises that an 
attempt be made to place each electrocardiogram 
into a definite pattern, namely—coronary, heart 
strain, digitalis, acute diffused pericarditis, acute 
cor pulmonale, congenital heart, acute nephritis, 
dextrocardia, rheumatic mitral and chronic cor 
pulmonale. While it is not possible to put each ab- 
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normal tracing into one of these patterns it is well 
to keep them in mind. He justly warns of the haz- 
ard of attempting a prognosis or the clinical status 
of the patient on the electrocardiogram alone. It 
is only one part of the evidence that is to be fitted 
into the entire picture and the final clinical evalua- 
tion and prognosis must come from experience and 
common sense. This is well worth remembering. 

He advises that the term axis deviation be 
dropped and in its stead two other terms used— 
axis shift and heart strain; the former meaning 
changes in the QRS direction caused by position 
and the latter due to strain or ventricular hyper- 
trophy. One may have doubts about these terms 
clarifying a given situation. 

In discussing the difficulties in differentiating 
the deep Q 3 seen in some cases of left axis devia- 
tion from one due to coronary disease no mention 
is made of the use of a left leg lead. 

He calls attention to the value of the chest leads 
in left heart strain and also the possibility of the 
electrocardiogram being the first to show left ven- 
tricular hypertrophy. It is beginning to be realized 
that the electrocardiogram is probably the most 
sensitive indicator of ventricular enlargement or 
strain. 

Chapter X is devoted to general considerations 
of coronary insufficiency and the electrocardio- 
gram of coronary disease. It is the author’s opin- 
ion that none of the tests, such as anoxemia, ex- 
ercise, and cold, are of any consistent value in 
practice. It is very probable that this opinion will 
become more prevalent as time goes on. 

Chapter XI is devoted to the electrocardiogram 
in recent myocardial infarction. The evolution of 
the different types are shown by reproductions of 
the electrocardiograms from patients with full de- 
scriptions of each curve. 

In the last part of section two he describes the 
electrocardiogram in transitory coronary insuffi- 
ciency, chronic coronary insufficiency, progressive 
and non-progressive and the electrocardiogram 
seen in pulmonary embolism, chronic lung disease, 
hypo and hyperthyroidism, valvular diseases, vita- 
min deficiency, hypertension, chronic pericarditis, 
and so on. 

Section three contains a systematic description 
of the electrocardiogram in the arrhythmias. 
There are numerous reproductions of curves. Most 
of them are good. The student can learn from this 
section much that is valuable, such as the differ- 
ences between passive and active ectopic rhythms, 
and the difference between interference, disasso- 
ciation and A. V. block. 

The author believes that it is best to avoid the 
term bundle branch block and would put these 
cases in the following types — A common type — 
B uncommon type—CS type—D indeterminate 
type —one concordant—two focal—three mis- 
cellaneous. It would seem that this complicates the 
situation unnecessarily and that the terms left 
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bundle branch block and right bundle branch block 
are justifiable. Each one may show different 
forms due to the position of the heart in the chest 
and myocardial changes. 


Some of the author’s views on electrocardio- 
graphy are a little different to most cardiologists. 
He does not subscribe to the equilateral triangular 
hypothesis or vector analysis. However, anyone in- 
terested in electrocardiography will profit by 
reading this book. 

J. M. BAMBER, M. D. 
Exercises in Electrocardiographic Interpretation: 

By Louis N. Katz, A. B., M. A., M. D., F. A. C. 

P. (Second edition thoroughly revised, illus- 

trated with. 141 engravings, containing 166 

electrocardiograms). Philadelphia, Lea & Feb- 

iger, 1946. Pp. 288. Price $6.00. 

This edition follows the general plan of the 
first. The number of cases for interpretation has 
been increased to one hundred. The plan of pres- 
entation and most of the reproductions are good. 
The electrocardiogram is on one page and the de- 
scription, interpretation, clinical story and cor- 
relation on the opposite page. 

There may be some differences of opinion as to 
nomenclature but one should not hesitate to recom- 
mend this book to any one interested in electro- 
cardiography. 

J. M. BAMBER, M. D. 





Principles in the Roentgen Study of the Chest: By 
William Snow, M. D. Springfield, Illinois, 
Charles C. Thomas, 1946. Pp. 414, 500 Illus. 
Price $10.00. 


Although not so stated specifically in the pre- 
face, this book was presumably intended more as 
an aid to the clinician than to the practising roent- 
genologist. Starting with the very sound premise 
that radiology is more that the interpretation of 
shadows, Dr. Snow attempts to portray the roent- 
genogram as a means of correllating the physical, 
physiologic, anatomic and bacteriologic data of 
value in establishing a diagnosis. Unfortunately 
this laudable approach to the problem is marred 
by some poor reproductions of roentgenograms. 
Only too often there are uninformative and fail 
to substantiate what the author wished to empha- 
size. The section on technic is probably not ade- 
quate for most practising physicians; photofluoro- 
graphy is dispensed with in one paragraph while 
there is no mention at all of fluoroscopy. On sev- 
eral occasions, there is an attempt at clinical in- 
terpretation of the progress of a given disease; 
ordinarily this calls for detailed analyses which 
are not evident in the text. Many clinicians will 
take exceptions to some of the theories upon which 
Dr. Snow has based his clinical diagnosis in some 
of the cases chosen for illustration. 

Because the basic idea of the book is good, and 
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because there is a great need for such a book, it 
is to be regretted that these defects will keep this 
work from being of maximum usefulness to the 
practitioner, 

SYDNEY JAcoss, M. D. 





Clinical Biochemistry: By Abraham Cantarow, M. 
D., Max Trumper, Ph.D., 3rd ed., rev. Philadel- 
phia, W. B. Saunders Company, 1945. Pp. 647. 
Price $6.50. 

In the Preface the authors state that “the aim 
of this treatise is to consider how the internal 
environment of the body is altered by certain 
specific changes in tissue and organ physiology. 
It is further intended to indicate the manner in 
which the physician may best avail himself of 
information which can be obtained by biochemical 
studies. To this end the subject of functional 
diagnosis by chemical methods has been considered 
in considerable detail. With few exceptions the 
technic of the laboratory methods has not been 
discussed. The discussion has been restricted to 
those phases of biochemistry which are concerned 
with problems commonly encountered in clinical 
medicine and, therefore, purely abstract and theo- 
retical considerations have been excluded.” 

Progress in biochemistry since the last edition 
(1939) of this standard work has necessitated 
extensive supplementation and revision of material 
previously presented. The present book is complete, 
concise, accurate and up-to-date. 

A. O. KASTLER, Ph.D. 





Pathology of Tropical Diseases: An Atlas: By J. 
E. Ash, Colonel, M. C., U. S. A. and Sophie 
Spitz, M. D., C. S., A. U. S. Philadelphia, W. 
B. Saunders Company, 1945. Pp. 350. Price 
$8.00. 


Prior to the emission of this book, there did 
not exist in English, a single volume devoted solely 
to the pathology of tropical diseases. The need 
and demand for one has been steadily growing for 
the past two decades and with the war’s ramifica- 
tions this need became acute. Unavoidable delays 
postponed the publication for almost two years. 

As the title indicates the work is an Atlas 
and is primarily a collection of superb photographs 
and photomicrographs, some in color, of the chief 
diseases encountered in the tropics. Maps showing 
distribution and schematic drawings giving the 
life histories are supplemented by brief but ade- 
quate descriptions of the clinical and pathological 
findings. Thus the brief descriptive writing does 
not pretend to be an exhaustive treatise on all the 
tropical conditions discussed but serves well to 
orient a reader not already familiar with these 
phases. 

An early review in a leading journal singled out 
a number of statements as inaccuraries which are 
definitely not when read into the context. “Chi- 
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goes” is used on page 325 with harvest mites but 
the correct explanation is given on the following 
page. There can be no excuse however for the 
title of two pages of illustrations as “Chigoe Bite.” 
Conversely, none of the usual texts mention the 
important fact that febrile states are predisposing 
factors in the migration of adult ascaris. Moreover, 
the sketches of the type insect in the lower corner 
of the maps showing distribution are entomologi- 
cally poor but adequate to show the class of 
arthropod involved. It is well known that trans- 
placental malaria infection, through the intact 
placenta does not occur. With Leishmaniasis, it 
is noted that the successful biting experiments have 
not been mentioned. 

In conclusion, it may be stated that the work 
fulfills admirably the role it has undertaken and 
can be recommended without hesitation to those 
requiring a reference work of this kind. 

A. J. WALKER, M. D. 





Modern Urology for Nurses: By Sheila Maureen 
Dwyer, R. N., B. S. and George W. Fish, M. D. 
Philadelphia, Lea and Febiger, 1945. Pp. 287, 
illus. Price $3.25. 

The authors have presented a text dealing with 
the care of urologic patients in a centralized uro- 
logic service planned and equipped similar to that 
of the Squier Clinic, Presbyterian Hospital, Colum- 
bia University Medical Center, New York City. 
The text is of value to not only the nurses but 
the entire urologic personnel. 

MonROE WoOLr, M. D. 





A Surgeon Looks at Life: By Richard A. Leonardo, 
M. D., Ch.M., F. I. C. S. New York, Froben 
Press, 1945. Pp. 128. Price $2.00. 

This is a book of essays dealing with a variety 
of loosely related subjects such as faith cures, 
psychology in medicine, birth control, sterilization, 
suicide, euthanasia, heredity and environment, 
juvenile delinquency, geriatrics, life after death, 
and the rule for a good life. Every subject is 
approached from the philosophic aspect, and usual- 
ly against a historical background. The science and 
art of surgery, however, are barely mentioned, and 
in many of the essays there is not very much 
medicine. 

Readers interested in reflections on the subjects 
listed will find the book easy reading, though not 
very deep. So little of the writer’s surgical ex- 
perience appears in it, however, that the title is 
rather misleading. 

FREDERICK FITZHERBERT Boyce, M. D. 





Practical Malariology: Medical Manual, National 
Research Council: By P. F. Russell, M. D., M. 
P. H., L. S. West, Ph.D., and R. D. Manwell, 
Sc.D. Philadelphia, W. B. Saunders Co., 1946. 
Pp. 684. Price $8.00. 
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This recent addition to the literature on malaria 
presents an excellent coverage of the various phases 
of practical or applied malariology. It is highly 
recommended for the many individuals interested 
in this subject and particularly for workers en- 
gaged in field survey and control, in the laboratory 
and in the teaching of malariology. The authors 
have selected from and evaluated the voluminous 
published material relating to malariology based 
upon their considerable experience. The clinical 
features of malaria appear to be somewhat sub- 
ordinated to the field and laboratory phases of 
malariology, and some aspects of the biology of 
the plasmodia are touched upon lightly. This is 
probably justified by the purpose of the book and 
by the importance of entomology, parasitology, 
laboratory diagnosis and sanitary engineering in 
the prevention and control of the disease. Much 
space is devoted to malaria survey and control, 
from which the reader may profit from the wealth 
of experience and contributions of the senior author 
in malaria control in various parts of the globe. 


The important new developments relating to 
malaria, particularly the products of the intensive 
wartime research program, are presented. Some of 
these include the recent additions to the armamen- 
tarium of antimalarials, such as chloroquine and 
paludrine, and the improvement in the methods of 
using atabrine for the suppression and treatment 
of malaria. Information on pentaquine apparently 
had not been released for publication at the time 
of printing. Other recent developments, as DDT, 
its remarkable significance and uses in malaria 
control, its varied methods of dispersal with ground 
equipment or by airplane, the improved mosquito 
repellents, and the insecticide aerosol dispenser, 
are considered. Lessons learned in military malaria 
control from the programs and field experiences 
of the armed forces are drawn upon fully. A few 
of these are the experimental studies on malaria 
suppression with atabrine, new malaria control 
technics and military organization for effective 
malaria control. The recent advances in the technic 
of cultivation of malaria plasmodia receive deserved 
consideration. Worthy of mention is the treatment 
of the history of malaria which is presented in a 
most readable style. 

The volume contains 238 figures and is printed 
on heavy gloss-finish paper. There is an appendix 
consisting of keys to world anophelines. This prac- 
tical book merits wide distribution and can be 
read with great profit by those engaged or pro- 
fessionally interested in malariology. 

J. C. SWARTZWELDER, M. D. 





Gastroenterology in General Practice: By Louis 
Pelner, M. D., with the collaboration of Louis 
Held, M. D., and contributions from Alexander 
Lewitan, M. D., Sanuel Waldman, M. D., and 
Siegfried W. Westing, M. D. Springfield, IIl., 
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Chas. C. Thomas Co., 
Price $7.50. 


In this text the author discusses the commoner 
derangements of the gastrointestinal tract at a 
practical level of value to the general practitioner. 

After a review of history taking follows a series 
of chapters covering the various specific gastro- 
enterological entites including enteric allergy and 
hyperinsulinism. Then come four chapters on spe- 
cial diagnostic procedures including a discussion of 
gastroscopy and two well-illustrated chapters on 
radiography. The closing chapters are devoted to 
such subjects as vitamin deficiencies, abdominal 
symptoms of cardiac disease, pre- and _ post- 
operative nutritional management, and the psycho- 
somatic aspects of the subject. 


The small size of the text seriously limits its 
value, in this reviewer’s opinion; it offers not 
much more intensive coverage than the corres- 
ponding sections of the standard textbooks of 
medicine, and as a reference source, is too limited 
in detail to offer aid in solving a specifically en- 
countered problem. Parenchymal liver disease is 
disposed of in a scant 7 pages, and the discussion 
of hepatic physiology is too superficial to be of 
much value. Little attention is paid to the applica- 
tion of fundamental physiologic principles, and the 
wisdom of segregating psychosomatic implications 
instead of weaving them into the discussion of 
specific diseases is questionable. 


1946. Pp. 285, illus. 


Despite these criticisms, the author has produced 
a practical, readable, well-illustrated text which 
should be of real value to general practitioners 
seeking a review, and to students interested in a 
concise survey of the commoner diseases of the 
gastrointestinal tract. 
J. R. SNAVELY, M. D. 





Clinical Methods in Neuro-Ophthalmological Ex- 
amination: By Alfred Kestenbaum, M. D. New 
York, Grune and Stratton, 1946. Pp. 400, illus. 
Price $6.75. 

Although bound in fabricoid and printed on thick 
rough paper, this volume of approximately 400 
pages contains a wealth of useful information and 
an understanding of which any author could be 
deservingly proud. Aside from being a valuable 
book of reference and instruction, it will also serve 
the purpose of helping both ophthalmologists and 
neurologists see neuro-ophthalmic problems from 
a unified point of view, which unfortunately has 
not been the case during the past two decades. 
The subject is presented in an orderly manner, and 
complex problems are greatly simplified. The anat- 
omy and the diagnostic problems involved by the 
numerous groups of visual and pupillo-motor fibers 
and impulses from the retina to the visual motor 
brain and the ultimate motor fibers are described 
with great clarity. Many of the examination meth- 
ods mentioned have not been previously presented 
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in current books on ophthalmology, especially those 
published in this country. The illustrations consist 
of about 65 line drawings which have been ex- 
ceptionally well chosen; 25 tables and numerous 
summaries further help to differentiate somewhat 
similar conditions. The bibliography contains about 
500 references, each with the page number used 
in this volume. A 12 page glossary will be of 
especial value to those who are not familiar with 
neuro-ophthalmic terminology. The 12 page index 
is accurate and complete. The neuro-ophthalmic 
examinations suggested are reasonably complete, 
but apparently could have been arranged in a 
more efficient manner from an ophthalmologist’s 
point of view, and the table of contents could 
have been amplified to advantage. 
Cuas. A. BAHN, M. Ds 





Clinical Hematology: By Maxwell M. Wintrobe, M. 
D., Ph.D. 2nd ed. rev. Philadelphia, Lea and 
Febiger, 1946. Pp. 862. Price $11.00. 


It is a pleasure to be in a position to review 
the second edition of Wintrobe’s Clinical Hema- 
tology. The first edition, which might be spoken 
of as an offspring of Wintrobe’s original contri- 
bution to Tice’s Practice of Medicine, was almost 
full grown at its birth. The second edition which 
has been thoroughly revised might be likened to the 
full maturation of the red cell. It is a finished and 
complete book. 


The second edition contains the many advances 
that have been made in the study of the blood, its 
genesis, its diseases and the diseases of the blood- 
making organs. The author has kept up so well 
with the current medical literature that, allowing 
for the time taken in printing the book, it very 
closely and in fact almost completely covers those 
discoveries that have been made and recognized as 
worth while up to the present minute. Of course 
some exceptions could be made to this broad state- 
ment. New information in regard to the Rh factor 
appears almost daily and it would be impossible 
for a book to contain every last bit of information 
containing the Rh factor and the same may be 
said of the relationship of macrocytic anemias to 
vitaminology. 

In addition to almost the latest information in 
regard to the two subjects mentioned above, it 
might be said that Wintrobe has included in this 
new volume considerable data concerning other 
vitamins and the part that they play in hema- 
topoiesis. The newer knowledge of the porphyrins 
has been incorporated as well as the knowledge of 
the important action of the nitrogen mustards in 
the treatment of Hodgkin’s disease. 

The second edition of this book has not only been 
“thoroughly revised”, it has been almost completely 
revised. Many of the pages have been completely 
rewritten; there has been a large number of new 
illustrations added and some of these are colored 
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plates. One completely new chapter has been added 
to the other edition of this work. 

It is difficult to write about this book without 
expressing possibly too fulsome praise of its con- 
tents. It must be conceded, however, by any reader 
that the is extremely well organized, the 
writing is clear, concise, succinct, and with the 
exception possibly of two or three illustrations, 
these are much to be praised. 


J. H. 


book 


Musser, M. D. 


Electrocardiography in Practice: Ashton Graybiel, 
M. D. and Paul D. White, M. D. 2nd. ed. Phil- 
adelphia, W. B. Saunders Co., 1946. Pp. 449, 
323 illus. Price $7.00. 

This book is divided into five parts with two 
appendices at the end. In the first part there is a 
short but adequate description of the normal elec- 
trocardiogram. The electrical axis based on the 
equilateral triangle hypothesis and the difference 
between the instantaneous electrical axis and the 
mean electrical axis as used in clinical electrocar- 
diography is explained. A good description of the 
precordial leads and the influence of the distant 
or indifferent electrode on the form of the pre- 
cordial curves are given. 

The electrocardiograms reproduced in this book 
show precordial leads CF 2 and CF 4 and CF 5 
when more than one precordial lead has been made. 
This’ is enough in most cases but it should be re- 
membered that not infrequently points further to 
the right or to the left or above these points may 
give valuable aid, 

Part two is devoted to the variations of the 
normal electrocardiogram. The importance of the 
position of the heart, the influence of the position 
of the patient, whether sitting up or lying down 
are presented. 

Part three takes up the arrhythmias. After a 
short discussion there is a table summarizing some 
of the important points in diagnosis. 


Part four consists of descriptions of etiological 
types and patterns. First auricular and ventri- 
cular strain, second localized lesions, myocardial 
infarcts, etc., third generalized cardiac involvment. 
There is a table summarizing the usual electro- 
cardiographic findings, normal and abnormal, in 


various types of heart disease. 
electrocardiograms of drugs 
processes are described. 


The effects on the 
and _ physiological 


Part five consists of electrocardiograms for 
practice interpretation. Throughout the book, ex- 
cept part one, the electrocardiogram is shown on 
the right hand page facing the reader and the 
interpretation on the curves, clinical findings and 
comment are on the opposite page. This is a good 
arrangement, 


Most of the reproductions are good and well 
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selected. However, if there had been more pre- 
cordial leads and a greater number of cases show- 
ing more than three positions of the chest elec- 
trodes it would have increased the value of the 
book. 


There are a few curves in which there may 
be a difference of opinion in the interpretations. 
In one—Fig. 291 on page 401—it is stated that 
the limb leads are within normal limits. There is 
left axis deviation with T 3 upright and larger than 
T 1. In the opinion of the reviewer such curves 
are not normal. The electrocardiogram shown in 
Fig. 292 on page 403 is intrepreted as being old 
anterior infarct with left bundle branch block and 
deep Q waves in CF 4 and CF 5. Q waves are not 
found in precordial leads from the left side in 
left bundle branch block unless there is infarct of 
the septum. The Q wave in Lead 1 is also unusual 
in left bundle branch block. This may be more or 
less academic in this case but it should be dis- 
cussed. It migh have been better to have shown 
curves with standardization and to have 
called attention to it from time to time. 


more 


The discussion of the clinical findings and the 
frequent reference to the management combined 
with the interpretations of the electrocardiogram 
adds to the value of the book and gives one a 
better perspective of the value of the electrocardio- 
gram in clinical cardiology. 

There are two appendices at the end of the book. 
Appendix one—unipolar limb leads and esophageal 
leads. The unipolar limb leads are used to determine 
the electrical position of the heart. VF is useful 
in the differential diagnosis of old posterior in- 
farct. Appendix two shows the effect of exercise 
and anoxemia on the form of the electrocardio- 
gram. 

In the opinion of the reviewer this is one of the 
best books on this subject. 


J. M. BAmBER, M. D. 


The Washington Institute of Medicine announces 
that a limited number of sets of volume 1-3 of 
the Quarterly Review of Obstetrics and Gynecology 
are still available for puchase. Physicians inter- 
ested should write to the Washington Institute of 
Medicine, 1720 M St., N. W. Washington, D. C. 
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